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In the present day rush of life, we are, as a pro- 
fession, rather prone to forget our duty to the com- 
munity in which we reside, and conclude that the 
general public has been educated to the point where 
they are capable of meeting the stress and strain ot 
the daily grind without aid from us. 


This indifference on our part has permitted the 
charlatan to cause great physical and mental distress 
through neglect of body, and misdirected treatment. 


Go into almost any portion of the state and investi- 
gate, if you care to convince yourself of the fact 
that the average citizen is densely ignorant and is 
held by the word “doctor.” It seems to make no dif- 
ference as to professional ability; no questions are 
asked as to basis for the designation of the title. 


Given a man of pleasing appearance, fairly well 
dressed and with a good gift of “gab,” and with le- 
gal authority to display the sign “Doctor” on his 
place of business and residence, and you will be sure 
that Mr. Average Citizen will pass by the place ot 
business of the competent practitioner to patronize 
the “quack.” 

The incompetent, through ignorance or dishonesty, 
principally the former, gives the patient an erroneous 
diagnosis, and then makes a wild claim to the patient, 
his relatives and the general public of having accom- 
plished the impossible and having cured the patient 
of an incurable condition. Strange as it may seem, 
these igno-ant followers of one or the other of these 
so-called “Healing Arts” will gather a clientele, sor 
times of remarkable proportions. 

There appears to me but one course open, that will 


effectively protect the general public from itself; 
that is, legislation which will prevent the issuance ot 
a license to practice any healing art other than one 
for which the applicant is basically qualified. 


Two years ago last winter, the “Basic Science Law” 
was passed by the House, but later died in the Sen- 
ate for lack of proper effort on the part of the medi- 
cal profession. At the last session of the Legislature, 
we had no lobby, so the act was not introduced in 
the Senate. 

Due to the general indifference of our member- 
ship, we now have on the statutes of the state a law 
that permits a school of practice, the foundation of 
which was to limit its work to diseases or injury to 
the bony frame, to enter upon the general practice o 
medicine in all of its branches. Many of this school, 
now licensed in New Mexico, had no training in m 
teria medica, therapeutics or general surgery, yet 
they are now at liberty to attempt any and all classes 
of practice, which may result in much harm to manv 
of our citizens. It is not my opinion that many will 
try to go as far as now permitted by our state law, 
but as time passes, especially should the financial de- 
pression continue, more and more of this class will 
enter general practice with the result that the young- 
er men will be faced by incompetent and, in many 
cases, unscrupulous competition. 

I now urge upon this membership the authoriza- 
tion for the expenditure of sufficient funds to em- 
ploy a paid lobby to represent this organization at 
Santa Fe during the 1935 session of the Legislature, 
to the end that the “Basic Science Law” may be 
spread upon the statutes of this fair state. 

In the past we have relied upon the efforts of our 
own membership, and much has been accomplsihed, 
such as the defeat of the “Naturopath Bill” at the 
session of 1931, but with the activities of the igno- 
rant and unscrupulous and the money back of them, 
it behooves us to fight fire with fire. 

The membership at large must realize that we are 
all in the same boat. Our business must be carried 
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on, so we cannot spare the time to go to Santa Fe to 
watch and fight. 

The membership residing in Santa Fe are more 
handicapped than are we who reside elsewhere in the 
state as it is harder for them to watch the activities 
close at hand, so we should abandon our former plan 
of placing Santa Fe members on the Legislative Com- 
mittee because of their proximity to the legislative 
halls and expecting them to spend six or eight weeks 
in investigating the various measures proposed and 
introduced. 

In conclusion it is our desire to recommend that 
this society, in conjunction with the dental and 
druggist associations, employ an individual, prefer- 
ably a druggist, who is in a position to devote a few 
days of his time each quarter of the year to visit the 
larger centers of population to investigate irregulari- 
ties and gather data for presentation to the session of 
the legislature in support of one effective piece ot 
legislation, preferably our Basic Science Law, to the 
end that the majority of our citizenship who are 
basically unable to choose wisely, may have compe- 
tent advice and treatment, no matter what school 
of practice is desired by the individual for his family 
and himself, as it is our duty to carry into effect the 
time-honored traditions of our profession which have 
been permitted to pass into neglect by our past in- 
activity. 





GENITAL HYPOPLASIA 
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(Read before the Forty-second Annual meeting 
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Genital hypoplasia in women is a subject in which 
we have thus far apparently taken very little inter- 
est, though it is so common that Paul Werner of 
Vienna, one of the leading gynecologists in Europe, 
believes one out of every five women suffers more 
or less from underdevelopment of the reproductive 
organs. A few years ago a well-known French physi- 
cian stated that fully twenty per cent of his coun- 
trywomen belonged to the hypoplastic type; to which 
fact he largely attributed France’s declining birth 
rate. This statement brings to our minds the ob- 
servations of Laurence Sterne, the Irish novelist and 
author of Tristram Shandy, who, in 1768 published 
A Sentimental Journey through France and Italy, in 
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which he devotes a chapter to The Dwarf. He began 
to measure everybody walking on the streets of Paris, 
and his comments on them were: “Every third man a 
pigmy, some by rickety heads and hump backs, oth- 
ers by bandy legs; a third set arrested by the hand 
of Nature in the sixth and seventh years of their 
growth; a fourth in their perfect and natural state 
like dwarf apple trees, from the first rudiments and 
stamina of their existence never meant to grow 
higher.” It is hardly surprising then to find marked 
hypoplasia so prevalent among the great-grand- 
daughters of Sterne’s contemporaries in France. 

Every day on our own streets we see women of the 
type known as hypoplasia universalis. Many a young 
woman who boasts a boyish figure could not possibly 
have a girlish figure if she desired it. Her breakfasts 
of black coffee and cigarettes get the credit for an 
assumed accomplishment which is nothing more nor 
less than a defect of nature, and by this malnutrition 
she further hamvers the development of an already 
imperfect constitution. 

Graves, of Harvard University, is, to mv knowl- 
edge, the only author of an American textbook on 
gvnecology who gives the subject its merited consid- 
eration. 

The infantile uterus is familiar to us all, and is 
the key to the diagnosis; but the associated abnormal 
anatomy, pathological physiology, morbidity, and 
complications of pregnancy, rarely arrest our atten- 
tion. 

Meaker of Boston, in 1930, mapped out a most 
thorough and scientific program of study of this 
subject, which has been temporarily interrupted. He 
says: “Hypoplasia of the female reproductive organs 
is a common condition, as every gynecologist can 
attest—present in about forty per cent of sterile 
matings—a definite barrier to fertility in some 400,- 
000 American marriages.” 

Hypoplasia is classified as primary and secondary; 
primary hypoplasia is divided; hypoplasia localis 
or genitalis; hypoplasia universalis. Genital hypo- 
plasia is far more common than universal hypoplasia. 
Secondary hypoplasia follows excessive child-bearing, 
prolonged lactation, psychoses, and other debilitat- 
ing conditions. In this paper I shall consider only 
primary hypoplasia. 

The more one studies the hypoplastic woman, 
the more convinced he becomes that some constitu- 
tional factor is at the base of the trouble. That in 
most cases it is not primarliy the ovary which fails 
to function properly but that hereditary influences 
or infectious diseases in childhood have so affected 
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the ovaries that they cannot mature normally. Rob- 
ert Young Sullivan, of Georgetown University, ob- 
tained histories from many young women showing 
arrested development at puberty, which revealed 
mental deficiency, syphilis and alcoholism in the an- 
cestors; sometimes the patient was a premature child, 
and had rickets or tuberculosis in early youth. Many 
gynecologists believe that chronic illnesses, such as 
tuberculosis and intestinal disorders, and acute infec- 
tious diseases near puberty, are the etiological factors 
which vitally affect and retard the maturing process- 
es. Wheeler of Dublin reported a case of infantil- 
ism due to polyposis of the colon, and in the British 
Medical Journal, Hickocks describes infantilism in a 
young woman suffering from adenoma of the liver 
with malignant changes. 


Some writers speak of congenital and acquired 


hypoplasia; Gardner-Hill of London refers to endo- . 


crine and cachetic infantilism. 

Emil Novak, of Johns Hopkins University, studied 
twenty-six uteri at necropsy—nine in fetuses, sev- 
enteen in children. The ages of his subjects ranged 
from the twelfth week of intra-uterine life to the 
fourteenth year of postnatal life. He divides hypo- 
plasia into two groups—an arrest of growth and an 
arrest of differentiation. 

The chief symptoms of which the hypoplastic 
woman complains are: amenorrhea, sometimes asso- 
ciated with obesitv; delayed, scanty, irregular men- 
struation (occasionally profuse and frequent flow- 
ing); dysmenorrhea, often agonizing in character; 
sterility. 

The diagnosis of these cases can often be made by 
the historv alone. Indeed hypoplasia universalis can 
be diagnosed as the patient walks into the office— 
thin, lankv, angular woman in whom the secondary 
sex characteristics are practically or actually absent. 
the body contour decidedly masculine. Sometimes 
she is a small-boned, doll-like creature, with tiny 
hands and feet and a very pretty face. 

Genital hvpoplasia, or hypoplasia localis, can only 
be detected by pelvic examination. Sometimes only 
the internal genitalia are subnormal. while the ex- 
ternal genitalia seem perfectly formed. The pubic 
hair mav be absent. or very scant and pyramidal in 
distribution, with the apex reaching to the umbili- 
cus, the fattv cushion of the mons veneris is lack- 
ing; the labia majora are flabby and tag-like, making 
the labia minora conspicuous; the perineum is thin 
and its anterior portion may be covered with mucous 
membrane instead of skin; the hymen very often is 
dense and fibrous and deeply recessed; the vagina is 


181 


usually long and narrow but often appears shortened 
because of the uterine displacement; the posterior for- 
nix is flattened and shallow, obliterating the re- 
ceptaculum seminis, which in itself may be respons- 
ible for the sterility; the uterus is the typical infan- 
tile organ, with its long conical neck and short, flat- 
tened fundus; it is very commonly retroverted or 
sharply anteflexed and retrocessed, or flexed and 
verted in some other combination. I have several 
times found an exceedingly tiny uterus well over on 
one side, close to the pelvic bone. The tubes are 
long and tortuous and may occupy a position almost 
paralleling the ureters; the ovaries are small, spindle- 
shaped, smooth, grayish, with a thickened tunica al- 
buginea; through this dense coat the follicles cannot 
rupture—they becor# atretic and cystic, and conse- 
quently there is not sufficient internal secretion to 
meet the requirements of the maturing organism. 

The anatomical defect of the uterus is associated 
with a physiological defect of the endometrium, but 
Emil Novak finds that this endometrium shows the 
same menstrual cycle as that of the normal uterus. 
However, because it is so underdeveloped and cov- 
ers so small an area, he holds that amenorrhea may be 
due to this fact as well as to failure of ovarian and 
pituitary stimulation. The inability of the engorg- 
ed premenstrual endomterium to accommodate itself 
to the small, narrowed uterine cavity, he likewise 
thinks, may, by stimulating the uterine musculature, 
account for the terrific premenstrual cramps which 
subside when the flow is established. The amenor- 
rheic girl, he observes, shows a greater degree of hy- 
poplasia than the one who suffers only from dys- 
menorrhea. 

It is in the uterine and pelvic musculature of the 
hypoplastic women that the chief problems of the 
obstetrician are rooted. When hypoplasia is general, 
both the voluntary and involuntary muscles are flab- 
by. Enteroptosis and colitis are not rare in these 
subjects, and the ordinary treatment for colitis is 
usually unsuccessful. I can recall two or three such 
patients with a history of treatment for colitis cov- 
ering several years, who gave it up as a hopeless un- 
dertaking, and who, six months or a year after at- 
tention to their pelvic disorders, noted a decided 
improvement in the gastro-intestinal tract. 

Poor muscles naturally mean limited endurance, 
and these patients are fagged out after moderate ex- 
ertion. When they are ambitious they drive them- 
selves beyond the threshhold of fatigue and feel more 
exhausted on arising than when they retired. They 
are poor subjects for any form of office treatment. 
Before instituting any local measures, I insist that 
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they build up their general resistance to a point at 
least where their consciousness will register fatigue. 

After these individuals are married a few years, 
sterility is the common complaint which impels them 
to seek relief. And a more knotty problem does not 
exist in the whole realm of medicine. 


The subject for this paper was suggested to me 
by a woman I saw on the operating table a few 
months ago. Her surgeon, before closing the median 
incision, decided to explore the pelvis. The fundus 
of the uterus could be seen deep down in the hollow 
of the sacrum, the tortuous tubes were narly twice 
the average length and extended upward and out- 
ward toward the pelvic brim; at their ends lay small, 
flattened ovaries, the size and shape of a shelled al- 
mond. Here was as typical a case of early arrested 
development of the internal genitalia as one will ever 
see. The patient was a well-built, fine-looking wom- 
an of thirty-eight, married eleven years, nullipara, 
of course. She was hopelessly sterile, and all attempts 
to overcome the condition would be utterly useless. 

In less severe and more hopeful grades of hypo- 
plasia, we frequently obtain a history of sterility cov- 
ering ten or more years. All efforts to correct the 
difficulty having ended in failure, the patient recon- 
ciles herself to childlessness, and perhaps adopts an 
infant; then pregnancy occurs, and, frequently in 
these long-standing cases, it progresses to a success- 
ful termination. 

In a very large percentage of sterile, hypoplastic 
women, once conception has taken place, the thin- 
walled uterus, with its poorly-developed endome- 
trium, finds it impossible to meet the demands of the 
growing ovum, and at the eighth, tenth, or twelfth 
week, expels its contents. This may happen two or 
three times, and a negative Wassermann upsets our 
theories perhaps. A subsequent pregnancy may end 
in premature labor or finally reach full term. 

When abortion occurs and curettage is indicated, 
the operation should be performed with special cau- 
tion. It is an exceedingly easy matter to perforate a 
normal pregnant uterus; much more so a hypoplastic 
pregnant uterus. 

The keynote to the obstetrical difficulties in the 
hypoplastic woman lies in the histologic fact that 
there is a preponderance of connective-tissue cells 
over muscle cells. At every step of the way we are 
confronted by this unhappy fact. 

A slightly generally contracted pelvis often is a 
concomitant of this maldevelopment, but as the fe- 
tus is usually small, that is a negligible factor. The 
child’s head, too, is sometimes hyperflexed, making 
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the diameter of the presenting part still smaller. De- 
spite these facts, with the poor powers of expulsion 
in the uterine and abdominal muscles, the first stage 
of labor is usually prolonged. Werner tells us that 
quinine and pituitary extract are useless in such 
instances; that ovarian extract is the preparation 
which will 


Diastasis recti is a not uncommon sequel of these 
tedious labors. The percentage of third degree lacer- 


stimulate musculature contractions. 


ations is considerably higher than in normal women, 
especially in those whose thinned-out perineum is 
partly covered with mucosa. The obstetrician who 
has to deliver such a patient would do well to pro- 
tect himself in advance by explaining the exact state 
of affairs to the husband before the onset of labor. 

The placenta developing in this defective endo- 
metrium likewise is not perfect; the chorionic villi 
readily penetrate the thin mucous lining of the uterus 
and invade the muscularis; thus an adherent pla- 
centa may add to the already unpleasant situation. 
Naturally, with the muscle cells in the minority, 
atony of the uterus is likely to supervene, and post- 
partum hemorrhage can be anticipated. Puerperal 
infection is always a possible complication. Dutta, 
in India, sometimes sees hyperinvolution of the uterus 
following delivery. 

To complete the picture, let us not overlook the 
poorly developed breasts, which may co-exist, and 
add another troublesome feature to the case, both 
for mother and child. 


Luckily, all of these misfortunues never happen 
in a single case, but any one of them can be a source 
of deep anxiety to the attending physician. 

Full-term pregnancy usually, though not always, 
cures the hypoplasia. The system is flooded with 
ovarian hormones, and the woman rapidly blossoms 
out and acquires all the characteristics of a finely 
matured individual. Subsequent pregnancies are, in 
But if the 


hypoplasia is not completely overcome, there may be 


the vast majority of instances, normal. 


further threatened or actual abortions and com- 
plicated labors. 

When we consider that we have a patient who 
has been married for several years before she seeks, 
or at least finds, relief from sterility, and that sev- 
eral more years elapse before a full-term child is 
born, we have a primipara near, and more likely 
considerably over, thirty years of age. Ten or fif- 
tcen years of this woman’s life have been years of 
much anxiety, to put it mildly, and we can scarcely 
wonder that she desires no more children. Frequent- 
ly, the ordeal has been so severe that further child- 
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bearing is inadvisable or even impossible. So that 
one-child sterility in an elderly primipara may spell 
hypoplasia. 

The treatment of the hypoplastic girl and woman 
still leaves much to be desired. 

In the way of prevention, it would be wise to 
stimulate in parents a more active and serious inter- 
est in the health of their growing daughters, espe- 
cially those so-called delicate girls who have been 


sickly throughout childhood. It is the rule to rush , 


children back to school before they have completely 
recovered from tonsillitis, influenza, bronchopneu- 
monia, and so forth, particularly to discontinue med- 
ical attendance long before the patients are really on 
their feet. In a girl approaching puberty we must 
discourage such a policy and guide her safely through 
convalescence. 

Physiologically, the complaints arising from gen- 
ital hypoplasia are similar to those of many women 
who are anatomically perfect, but they are more se- 
vere in degree, more difficult of cure. 

We have all of us had a few brilliant successes in 
the treatment of amenorrhea, dysmenorrhea and ster- 
ility, and many bitter disappointments. Relatively 
few are the persons who will persistently pursue the 
matter, or the percentage of successes would un- 
doubtedly be more gratifying. Their efforts are 
generally spasmodic. 

Organotherapy has produced some spectacular re- 
sults, but we can never predict them in any given 
case. The difficulty is by no means always one of 
the efficacy of the preparation used. Only in stub- 
born and long-standing cases are parents willing to 
bear the expense of endocrine therapy, particularly 
as the percentage of failures is not small. 

During two years that I held the position of, Dean 
of Women and Medical Adviser to Women at the 
University of Arizona, I had an opportunity to 
study the menstrual histories of over twelve hun- 
dred young women in their late teens. Though pel- 
vic examination was made only on request, the symp- 
toms and histories many times strongly suggested 
local hypoplasia, often, to be sure, of a mild degree; 
others were manifestly of the general hypoplastic 
type. 

Oligomenorrhea and dysmenorrhea were very com- 
mon complaints since the onset of puberty. It was 
most instructive to observe the influence which 
change in altitude and humidity had upon this physi- 
ological process. Many of the students came from 
regions of a few hundred feet above sea level, where 
the humidity is rather high the year round. The ma- 
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jority of them had a history of some respiratory dis- 
ease which interfered with their continuous attend- 
ance at school in the north. Many who were born 
in the southwest were daughters of parents who came 
here for their own healch—tuberculosis usually. 


A number of girls who had long intervals of amen- 
orrhea or very scanty menses, at home, would grad- 
ually become almost normal here. Others who had 
always suffered from menorrhagia, or who men- 
struated too frequently, experienced a complete ces- 
sation for months at a time. Severe dysmenorrhea 
endured since puberty would sometimes utterly van- 
ish during the school year. Girls who had never had 
pain would require analgesics month after month, or 
sometimes only every second or third month. In 
some instances they would revert to their former 
habits on their return home; in others not. . 

Women over twenty often complain of excessive 
and prolonged menstruation when they first come 
into this climate; sometimes it continues only 
through the hot weather and recurs every summer. 
In married women it presents a puzzling situation 
at times, particularly in tuberculous women, whose 
intermenstrual periods may extend over several 
months. These patients may have driven many miles 
over rough mountain roads and been bleeding for a 
few days, usually with some clotting. Diagnosis of 
an early pregnancy can be exceedingly difficult if 
the patient can give no helpful information. I have 
now seen so many of these cases, in whom pregnancy 
was eventually ruled out, that I attribute the phe- 
nomenon to the altitude and the peculiar conditions 
which exist in this section of the country. 


Which form of endocrinotherapy, if any, was 
celled for in some of these cases, it was not always 
easy to decide. A large majority of the patients 
were unwilling to bear the cost of hypodermic 
medication or to purchase the expensive preparations 
on the market. I was therefore obliged to employ 
the less costly drugs, often with entire satisfaction. 


.My observations as to the benefits of glandular 


products were therefore limited to the very stubborn 
cases—those who had tried many remedies in other 
parts of the country, practically always on an inter- 
mittent plan. And in these cases there were some 
I recall one particular case of 
amenorrhea in a young woman of seventeen, who 


impressive results. 


had menstruated very slightly only five or six times 
in her life. She was so obese that her face was ex- 
pressionless. On a combination of whole ovary and 
anterior pituitary extracts, she lost twenty-five 
pounds in the course of ten months, and her normal 
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features revealed an exceedingly attractive young 
girl. Menstruation recurred regularly under contin- 
ued treatment, and gradually increased in duration. 


Meaker holds that, inasmuch as the anterior pit- 
uitary gland is the motor of the ovary, its extract is 
the logical one to administer, and never that of ovary. 
On this premise the European gynecologists employ 
x-ray irradiation of the anterior pituitary gland, 
with perhaps as great a percentage of good results as 
those of any other method. They also prescribe it 
quite freely to prolong the menstrual function in 
women approaching -the menopuase, with surprising 
effect. It preserves the woman’s youth and vitality 
for several years, and can be repeated three or four 
times a year without losing its influence. I have 
seen women a few years past the menopause tremen- 
dously stimulated by this treatment—their greatly 
increased energy lasting for months. 

Drips and Ford of the Mayo Clinic have had a 
satisfactory proportion of good results from irradia- 
tion of the hypophysis or ovaries, or both, in cases 
of ovarian hypofunction. 

Kurzrok and Ratner, in 1932, at the Sloane Hos- 
pital for Women, New York City, studied thirteen 
women with amenorrhea accompanied by some de- 
gree of hypoplasia. Having found in a previous 
study that follicular hormone is present in the urine 
of women throughout the years of sexual activity 
and often into the menopause, they made a com- 
parative study with the thirteen aforementioned 
amenorrheics, and found follicular sex hormone pres- 
ent in the urine of these patients in slightly in- 
creased amounts. Their treatment with female sex 
hormone, over a period of twelve months in some 
instances, was disappointing. 

In cases of scanty and irregular menstruation, | 
have obtained many satisfactory results by prescrib- 
ing emmenagogues a few days before the expected 
period, repeating the treatment for several months 
until a more normal function is established. This 
has often mitigated, and sometimes entirely relieved, 
an accompanying dysmenorrhea, too. 

Dysmenorrhea has not yielded very satisfactorily 
to hormone therapy in my hands. Again, the cost 
must share the blame, for patients are not willing to 
spend the money, much less the time, to wait for 
several months, perhaps, to prove the efficacy of 
some gland product; especially when there are ex- 
cellent analgesics and antispasmodics on the market 
which will have immediate effect in at least alleviat- 
ing the pain, to such an extent that an incapacitat- 
ing dysmenorrhea is converted into an ambulatory 
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distress. These remedies, of course, are most efficient 
in the milder grades of menstrual cramps, and often 
enable the girl who is compelled to remain in bed 
one or two days to be up and about her work. 
The dysmenorrhea, however, associated with a 
clear-cut case of hypoplasia, is often a terrific and 
cruel ordeal and no human being should be allowed 
to suffer such agony thirteen times a year, for one 
or for many years. Regarded purely from the stand- 
point of pain, no person in his right senses would en- 


dure thirteen attacks of acute appendicitis annually. 


Why then should a young girl’s life and happiness 
be blighted by such hideous suffering simply because 
it originates in a so-called physiological process? 

Parents as a rule believe their daughter will out- 
grow the trouble, which may be partially true. In 
the meantime they are quite contented to keep her 
in bed a few days each month and apply hot-water 
bags. It is frightfully unfair to put such a damper 
on youth and to keep a sword of torture dangling 
over a young girl’s head, especially when modern 
medicine can do something at least to mitigate such 
pains in many instances, and rob the anticipated 
period of much of its horrible cruelty. 

First of all, it may not be a purely local problem, 
and the removal of associated pathology may be enor- 
mou ly beneficial. Most of these girls in their early 
teens could, I believe, be comfortably carried 
through these monthly ordeals if the patient and the 
doctor earnestly and persistently battled together to 
conquer the trouble. The general attitude of mind, 
however, is not so attuned, and the physician can 
accomplish nothing single-handed. 

When the young woman becomes a wage earner 
and realizes something must be done, she usually suc- 
ceeds in obtaining relief by one means or another, if 
she but perseveres in her quest. 

To relieve the excruciating cramps with morphine 
is perhaps occasionally justifiable but scarcely advis- 
able for repeated attacks. To encourage the taking 
every twenty-eight days of alcoholic drinks until the 
stupor of intoxication deadens the sensation, is un- 
worthy of twentieth-century medicine. 

The physician who administers temporary relief 
should encourage the patient to have the problem 
more thoroughly investigated with a view to free- 
ing her permanently, if possible, from the affliction, 
or at least so modifying the pains that they will no 
longer -hamper her activities. 

Gradual dilatatioin of the cervix has proved one 
of the most gratifying measures I have used in these 
intensely severe cases. In the hypoplastic uterus, as 
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well as in uteri which seem to be perfectly normal 
but are associated with an incapacitating dysmenor- 
rhea, there is often a markedly cicatricial band at 
the internal os—a callous stenosis, as Bumm calls it. 
Slow dilatation in the office twice a week for a num- 
ber of weeks, can be successfully performed in a 
large number of such cases. When the work must 
be done hastily, or if the dilatation is too painful, or 
where the stenosis is so great that the smallest dilator 
cannot be passed without exerting unusual pressure, 
I inject one per cent novocaine into the cervix, close 
to the canal, dilate slowly and gradually, and insert 
a stem pessary which remains in place through two 
or three menstrual periods. This does not produce 
an endocervicitis. If it becomes necessary to reinsert 
it later, it can usually be slipped in without anes- 
thetizing the cervix. It is a treatment to which many 
young women will submit because it avoids the pub- 
licity entailed by entering a hospital, requires no loss 
of time, and is much more economical than an op- 
eration under general anesthesia. Of course, there is 
always the highly nervous, sensitive patient, who 
cannot be dealt with while conscious, and then hos- 
pitalization is essential. 

In 1915 Emil Novak reported his experience with 
atropine in the treatment of spasmodic dysmenor- 
rhea. He is perhaps the first American gynecologist 
to study its effects. 

Experimental work done by some German investi- 
gators showed that atropine has a direct action on 
the uterine muscle. Its employment is based on the 
fact that atropine diminishes the irritability of the 
autonomic nerve endings in the uterus. Novak gives 
the drug by mouth about two days before the an- 
ticipated flow and continues it for two or three 
days after the menses appear. He obtains very en- 
couraging results in a high percentage of cases and 
considers it by far the best treatment. 

That the autonomic nervous system plays a role 
of importance, there can be no question, and the 
latest therapy undertaken for intractable dysmenor- 
rhea is lumbar sympathectomy, mentioned by Dr. 
Addison of the Mayo Clinic when he visited Tucson 
a few weeks ago. This sounds, perhaps, like a very 
heroic measure, but it is no more radical than hys- 
terectomy, to which gynecologists are sometimes 
driven by their torture-torn patients. Some years 
ago I was obliged to remove the uterus in a young 
woman of twenty-four, whose pains yielded only to 
large doses of morphine frequently administered. 
Naturally such treatment could not be repeated ev- 
ery four weeks indefinitely, and as she refused to 
take any of the drug whatsoever, she literally writh- 
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ed in pain for three to five days, with a tempera- 
ture that reached 104 degrees. Two previous lap- 
arotomies and a painstaking study of the case before 
and after hysterectomy—in which study I was as- 
sisted by several eminent colleagues—failed to shed 
the faintest ray of light on the cause of the torment- 
ing dysmenorrhea. 

Emil Novak in a recent paper speaks of gratify- 
ing results with intramuscular injections of antu- 
itrin in spasmodic dysmenorrhea. 


Whether the victim of amenorrhea or dysmenor- 
rhea is a hypoplastic or not, her general health should 
be made the basis of investigation at the beginning ~ 
of the treatment and she should never be regarded 
as purely a pelvic problem except by exclusion of 
other pathology. All the endocrinopathies, tubercu- 
losis, anemia, and other disorders, may be character- 
ized by amenorrhea; and dysmenorrhea can be but 
an expression of some functional or non-pelvic trou- 
ble. 

We have all seen young girls overcome their pain 
under improved hygienic conditions, or outgrow at 
least the incapacitating elements of the pain as they 
leave their teens. The correction of poor muscle tone 
and postural defects plays no small part in accom- 
plishing this, probably by so increasing the general 
resistance of the woman that pains which once were 
overwhelming become quite endurable. Which, of 
course, applies to all human beings regardless of the 
nature of their suffering. 


Miller, of the University of Iowa, gives physical 
training much deserved credit for the relief of dys- 
menorrhea in college women, and the physical activ- 
ity of nurses, in training schools. Litzenberg, of the 
University of Minnesota, also found this to be true 
a number of years previously, and his first prescrip- 
tion to young women with dysmenorrhea is physical 
exercise. Clelia Mosher, Medical Adviser to Women 
at Stanford University during the first quarter of 
the century, worked out a special exercise to be tak- 
en during the period, which proved highly beneficial 
in some individuals. 


Wendel, writing in one of the German periodicals, 


. in 1931, on goitrous dysmenorrhea, a functional dis- 


order, says if interstitial thyrotoxicosis is recognized 
more often, many needless thyroidectomies, appen- 
dectomies and pelvic operations will be unheard of. 

Duke, in his monograph on asthma and allergy, 
finds that patients with allergic complaints, who suf- 
fer from dysmenorrhea, sometimes are entirely free 
from menstrual pain on the completion of the prop- 
er treatment for their allergy. 
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Twentieth-century medicine, I believe, is no long- 
er satisfied with treating such a serious and incapac- 
itating affliction as dysmenorrhea often is, by mere- 
ly alleviating the pain, grateful as we are for such 
success, but is now searching for measures to abol- 
ish it if possible. 

The menstrual disturbances are the complaints of 
the hypoplastic girl, who, when she marries, adds 
another and even more perplexing feature to the pic- 
ture. 

Sterility, to my mind, is the most difficult prob- 
lem that confronts the gynecologist. The congen- 
ital hypoplastic, of course, can scarcely cherish any 
hopes of maternity. If, either by examination, lap- 
arotomy or hysterography, it can be positively dem- 
onstrated that such is the condition, the patient 
should be so informed. 

We all have personal friends who in years past 
were discouraged by their medical advisers from ever 
hoping to have a family, but who, nevertheless, in 
later years became happy mothers. It therefore be- 
hooves us to be guarded in our statements when they 
can be so disheartening. Apparently such women re- 
quired an additional ten or fifteen years to reach full 
maturity. 

Werner believes that the success which sometimes 
follows dilatation of the cervix for sterility is due to 
the irritation of the uterine canal, which stimulates 
the ovaries. This may likewise explain the progres- 
sive diminution of pain over a period of three or four 
months when slow dilatation is performed for dys- 
menorrhea—better ovarian function, with increased 
production of enzymes in the endometrium perhaps. 
or a greater output of follicular hormone. 

The German physicians place great faith in meas- 
ures which bring about an increased pelvic hy- 
peremia, and, in addition to diathermy, hot applica- 
tions, hot irrigations, and so forth, they send their 
patients to bathing resorts where the effervescent 
waters cause an increased blood supply to the pelvic 
organs. Franzenbad in Austria has been the mecca 
of many sterile women who later experienced the 
joys of motherhood. 

In the literature there are many articles reporting 
the successful treatment of sterility with female sex 
hormone, pituitary gland and other endocrine prod- 
ucts. When this fails,.we try mechanical means— 
the wearing of stem pessaries. Of course displace- 
ments must be overcome by pessaries or ligament op- 
erations. Autotransplantation of the ovary is more 
popular with the European gynecologists, some of 
whom regard it as the most effective therapy for the 
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treatment of marked degrees of hypoplasia. It is fol- 
lowed by a perceptible increase in the size of the 
uterus, and fertility may be the reward. Artificial 
insemination is also a method employed as a measure 
of last resort. 

X-ray to the hypophysis and in small doses to the 
ovaries, has its advocates and its share of successes. 
I believe the fear that irradiation of the ovaries may 
be followed by deformities in the offspring is now no 
longer entertained—due no doubt to improved tech- 
nic in roentgenotherapy. 

We all agree, I am sure, with Dr. Robert Young 
Sullivan of Washington, that ““Hypoplasia is a great 
handicap in national, racial, social and personal life. 
The efficiency and well-being of the individual so 
afflicted is considerably reduced, thereby curtailing 
both earning power and other forms of endeavor, to 
say nothing of the disadvantages of poor health from 
the standpoint of pain, annoying fatigue, and disap- 
pointment in the manifest purposes of life.” 

With a wider and deeper interest in the problems 
of genital hypoplasia in women, on the part of the 
profession, with the painstaking efforts of many 
physicians constantly to improve our present meth- 
ods as time advances, both for the prevention and 
cure of this wide-spread affliction, I hope and be- 
I'eve that medical science can make it possible for 
the vast majority of the women of the future to 
achieve maturity and maternity without dread and 
untold suffering. Abolishing as nearly as possible 
the monthly, nerve-wracking experiences that dull 
the outlook upon life and rob it of much of its joy, 


we should insure to the girls of the coming genera- - 


tions a happier womanhood and a much more normal 
motherhood. 


BIBLIOGRAPHY 


1. Werner, Paul: Stoerungen der ovarialfunktion 
und ihre behandlung. Wiencr klin. Wochenscrift, 
1921, 36. 

2. Meaker, Samuel R.: Studies of female genital 
hypoplasia, J. A. M. A., Aug. 16, 1930. 95:468. 

3. Sullivan, Robert Young: The Hypoplastic ten- 
dency in gynecology, Virginia Monthly, Nov. 19, 
1926. 

4. Wheeler, Sir W. I. de C.: Multiple polypi of 
the colon, Brit. J. of Surg., July, 1926. 

5. Gardiner-Hill, H.: Dwarfism and infantilism, 
Practitioner, July, 1930. 

6. Novak, Emil: Infantilism and other hypoplas- 
tie conditions of the uterus, J. A. M. A., Oct. 5, 
1918; 71:14. 

7. Dutta, P. C.: Genital hypoplasia in women, 
Indian Med. Gazette (Calcutta), April, 1928. 

8. Drips, Della G.; and Ford, Frances A.: Ir- 
radiation of the ovaries and hypophysis in disturb- 












fi OOOO SO OOO, =| © OS > Qo oe = = at Zz_4s35 0a @ 


om we Gh we 


an > wt a ah & 622 2 nh 


% 


ie 


ao Vs 


Vw VN ww 


-_— 





JUNE, 1933 


ances of menstruation, J. A. M. A., Nov. 3, 1928; 
91:1358. 

9. Kurzrok, Raphael; and Ratner, Sarah: The 
relation of amenorrhea accompanied by genital hy- 
poplasia to the follicular hormone in the urine, 
Amer. J. Obst. and Gynec., May, 1932; 23:689. 

10. Novak, Emil: The atropian treatment of dys- 
menorrhea, J. A. M. A., Jan. 9, 1915); 64:120. 

11. Novak, Emil: Treatment of primary dysmen- 
orrhea, Am. J. M. Sc., Feb. 1933. No. 2, 185:237. 

12. Miller, Norman F.: Additional light on the 
dysmenorrhea problem, J. A. M. A., Dec. 13, 1930; 
95:1796. 

13. Litzenberg, J. C.: Discussion, J. A. M. A., 
Dec. 18, 1930; 95:1802. 

14. Wendel, A.: Monanschr. f. Geburtsh. U. Gy- 
nak, June, 1931; 88:185. 


DISCUSSION 

DR. MEADE CLYNE (Tucson): I think it is well 
to bring this subject to our attention. 

One type of genital hypofunction which Dr. Web- 
ster has neglected to mention is seen in that group 
of women who appear overweight, sexually subnor- 
mal as regards menstruation and ovarian function, 
with symptoms of pituitary and thyroid unbalance. 

The enterorptosis and colitis mentioned by Dr. 
Webster, as an accompaniment of hypoplasia may 
not be due wholly to the hypoplasia, or vic~ versa, 
but may rather be, as Graves thinks, a portion of 
the whole picture which he has called “hypoplastic 
constitution.” 

Sterility and dysmenorrhea, as a part of hypo- 
function shou’d not be considered as entirely due to 
this state (hypofunction). The st~rility in these cas- 
es will frequently disappear if means are taken to 
rectify abnormalities in the male partner, ovarian 
hypofunction, chemical reacticns in the upper va- 
gina, or changes in viscosity in the mucous plug of 
the ecrvix uteri. Sterility in the male is not a ques- 
tion for discussion here. Neither is the medical 
treatment of ovarian hypoplasia which, as Dr. Web- 
ster states, is a question of glandular therapy. 
Changes in the chemical reactions of the vagina are 
casily brought about. Dilatation of the cervix fre- 
quently changes the viscosity of the mucous plug. 

Carey states that he has frequently seen marked 
increase in ovarian function as evidenced by restor- 
ation, or regulation, of menses and increase in lib- 
ido, all brought about by the use of the Baldwin 
smooth-glass stem pessary. Intractable cases of 
sterility have been aided by this pessary also, and 
we feel it is far superior to the oncs commonly used. 

Genital hypoplasia of a primary nature may be 
divided into ovarian hypoplasia itself, infantilism of 
the uterus, antef exion of the uterus, infantilism of 
the external genitalia, or any combination of thse. 
It is somewhat questionable what influence climate 
or previous illness has upon these isolated tissues 
themselves. Graves considers geni'al hyproplasia as 
but a part of a constitutional make-up, in which all 
cf the glands of internal secretion, but most espe- 
cially the pituitary, thyroid and ovary, are impli- 
cated. 
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DR. A. K. DUNCAN, Douglas: This is an excel- 
lent paper, and we should have more papers on 
gynecological and obstetrical subjects. Mothers of 
young girls, and the girls themselves, are learning 
that it is not necessary at this time to suffer for 
one to s-veral days out of every month. Cases of 
congenital hypoplasia are fairly common, and a good 
history, physical examination, and a rectal exam- 
ination, where a vaginal is contra-indicated, will 
make the diagnosis and lead the way for proper 
treatment. The day has passed when prople are sat- 
isfied with a sedative or a pain killer to be repeated 
each month. 

As we learn more about the endocrine glands we 
are more able to recognize conditions due to some 
disfunction of one or more of them when we meet 
th’m. I personally have had better success with the 
use of anterior pituitary gland preparations with 
small doses of dessicated thyroid, in the treatment 
of these cases, than I have been able to obtain with 
the ovarian preparations of any kind. Before resort- 
ing to hysterectomy in young women I believe that 
a sympathetic ganglion resec‘ion should be tried. A 
lumbar sympathectomy is not necessary but the 
much simpler resec ion of the so-called presacral 
ganglion just be’ow the bifurcaticn of the aorta, as 
practiced by Leriche and others. We are now enter- 
ing a period of advance in our knowledge of what 
functions various glands, especially the pituitary, 
hav~ on the whole economy of our being. It seems 
likely that we will eventually have tests that will 
put our knowledge of the patient on a scientific 
basis, and even now the newer preparations, with 
certain active principles isolat-d give promise of 
more certain results in treatment as we learn more 
atout them and added experience teaches us how 
to use them to best advantage. 

DR. WEBSTER, (closing): As to the percentage 
of cases of dysmenorrh~a associated with hypoplasia, 
I should estimate that perhaps eighty to ninety per 
cent of young women suffering from intractable 
dysmenorrhea belong to the hypoplastic group. 

The clotting of the menstrual blood is prevented 
by an enzyme secreted by the cells at the mouth of 
the tortuous glands which compose the endome- 
trium; the formation of this enzyme depends upon 
ovarian activity. Clotting may therefore be due to 
hypofunction of the ovaries or deficient glandular 
structure in the endometrium, or both. 


I wish to thank the gentlemen who have discussed 
my paper and contributed to the subject. 





GONORRHEA AND ITS COMPLI- 
CATIONS IN THE MALE 


JOHN W. PENNINGTON, M. D. 
Phoenix, Ariz. 





(Read before the Forty-second Annual Me-ting of 
the Arizona Stat2 Medical As-ociation, held at Tuc- 
son, April 20-22, 1933.) 





Gonorrhea is a topic which receives little general 
discussion in spite of the prevalence of the disease and 
the disability it can cause. In this paper only the 
acute form and its complications will be discussed. 


Based on a one-day census of dispensaries, clinics 
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and doctors in twenty-five communities throughout 
the United States, the United States Public Health 
Service’ estimates that there are 679,000 new cases 
of gonorrhea every year in the United States. This 
would be an incidence of 5.7 per 1000 population per 
year, the rate for the male being 8.6 per 1000 per 
year, for the female, 2.7 per 1000 per year. These 
figures cover fresh infections and the Public Health 
Service estimates that acute cases are 10 per cent 
more prevalent than chronic in the male. The inci- 
dence of gonorrhea is hard to determine, but the con- 
dition is very common. The above figures do not in- 
clude self-treated cases, nor those treated outside 
the medical profession, and are ridiculously low. At 
the rate of 5.7 per 1000 population a city the size 
of Phoenix would have only 300 fresh cases a year, 
which would be an excellent condition if it were 
true. 


If every case of gonorrhea seen and treated by a 
physician were seen and treated as often, and as skil- 
fully as necessary to obtain a cure, the number of 
chronic cases would be reduced to zero. This cannot 
be hoped for, because some patients will disappear 
when the discharge has ceased, before one can com- 
plete a cure, and occasionally there is a case in which 
it is very difficult to produce a cure even under the 
best conditions. 


The treatment to be adopted depends upon the 
stage existing when the patient is first seen. If pa- 
tients are seen prior to the development of a dis- 
charge, prophylactic treatment should be used in an 
attempt to prevent the infection. Ballenger, Elder, 
and McDonald’ report that, by the use of sealing 
methods, during twenty-four years of practice, when 
applied within forty-eight hours after exposure, only 
one patient developed gonorrhea. This patient was 
cured by one treatment. The method advocated by 
these men is to use one treatment if the patient is 
seen within forty-eight hours after exposure, two if 
three days have elapsed, and three if four days passed. 
The solutions used were not mentioned, but prob- 
ably include a number of drugs. 

Abortive treatment is justified when a patient is 
seen with the disease in a very early stage. There are 
several methods of doing this. Manning” suggests one 
which he used on eighteen cases with 70 per cent 
success. This method consists of inserting a soluble 
cartridge containing an antiseptic drug into the ure- 
thra, where it slowly melts over a period of four to 
six hours. The cartridge is retained by bending the 
penis and applying adhesive or a rubber band. It 
wold seem that trauma to the urethra would be un- 
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avoidable in this procedure and might cause stricture. 
Manning does not state whether strictures were 
found or not. Boyd" suggests a method of using acri- 
flavine in 1-1000 strength twice a day where the 
injection is allowed to gradually ooze out with the 
patient prone and the penis held erect. He uses this 
method in cases of less than forty-eight hours dura- 
tion and reports only one stricture in fifty-eight 
cases, which is certainly a very satisfactory result. 
Where the infection has not been present longer than 
twenty-four hours, I am now using a method of seal- 
ing acriflavine in the urethra. This method appears 
to be as effecting in aborting the disease as any men- 
tioned, but, like the others, will have a fair percent- - 
age of failures because of the uncertainty of the 
depth and extent of the existing disease when treat- 
ment is started. 


There is a rather wide variation of opinion on the 
early treatment of acute gonorrhea. Some men, main- 
ly the army physicians, advocate no local treatment 
during the acute inflammatory stage, while oth: 
men hold that moderate local treatment has a decid- 
ed advantage. The army men have a situation which 
is almost unknown in practice because they can put 
their patients at absolute bed rest. I believe that, 
under the ordinary conditions in which a patient is 
treated, it is better to use injections, because: first, 
one often sees a marked decrease in the amount of 
discharge and the number of gonococci present; sec- 
ond, there is possibly a stimulation of the local de- 
fense mechanism; third, psychic effect upon the pa- 
tient of the idea that you are doing something for 
him—and this is very important for the patient’s 
viewpoint. The antiseptic used certainly should be as 
potent as possible, and yet irritate as little as possible. 
Internal medication appears to have little effect on 
the uncomplicated case. In a recent article by Davis 
and Sharpe’ based on thorough and well-controlled 
experiments on the possibility of rendering the urine 
germicidal by drugs given by mouth, the following 
conclusions were drawn: That pyridium is practically 
inert, caprokol is slightly antiseptic, methenamine is 
quite efficient, and acriflavine in alkaline urine is un- 
failing when given in capsules and not in enteric 
coated tablets. Drugs given in this way, however, do 
not penetrate the urethral mucosa. 

The patient must be given definite and explicit in- 
structions in the proper method of injecting the 
urethra, not to use a large amount of solution and 
not to exert undue pressure. This is necessary be- 
cause most patients cannot be entirely treated in the 
office. The patient must also be given hygienic in- 
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structions for himself and to protect those who come 
in contact with him. Detailed advice about sexual 
excitement, diet, exercise, and alcoholic beverages is 
also necessary. The patient should be seen at fre- 
quent intervals, when the urine should be obtained in 
two glasses and carefully studied. Smears should be 
taken and examined to determine the number of or- 
ganisms present and the type of cells in the dis- 
charge. 

The really important part in the treatment of gon- 
orrhea is after the discharge ceases. This point is 
often very difficult to impress upon patients and 
even doctors. The proper time to start the use of 
through and through irrigations, massage of the pros- 
tate, and the passage of sounds is a matter of judg- 
ment. A general rule to use is that, when the urine 
is no longer hazy and contains only shreds, these 
measures may be started. Through and through ir- 
rigations should be started first, and then sounds 
should be passed in increasing sizes, starting with 
about a number 18 or 20 French, and increasing two 
sizes every five to seven days until the urethra has 
been thoroughly dilated. Not infrequently one will 
see a recurrence of the discharge following the pass- 
age of a sound which may be the second or third 
one passed. This indicates that there has been a focus 
which could not have been eradicated without the 
use of sounds. Such foci are apt to cause a persistent 
chronic discharge and eventually strictures, if not 
eliminated. By thorough dilatation of the urethra, I 
mean the passage of sounds of increasing size followed 
by the Kollmann dilator, until the urethra has been 
stretched to its full diameter. Prostatic massage 
should be continued intermittently until the pros- 
tatic secretion has returned to normal. Occasionally 
one can not get the urine free of shreds by dilata- 
tion. When this occurs, an endoscopic examination 
is necessary to locate the focus and treat it. 


The presumably ideal case of gonorrhea begins as 
an anterior infection and remains an anterior infec- 
tion until a cure is accomplished. The doctor treat- 
ing the case should do everything in his power to 
keep the condition anterior. The method of using 
heat through a sound in acute gonorrhea, is a very 
excellent means of spreading the infection to the 
posterior urethra. This type of treatment has been 
used and tried for manv years, but is profitable onlv 
for the neovle who make and sell the instruments. 
The use of »stringent solutions which abruotly ston 
the discharse can not be condemned severely enough. 
These solutions only coagulate the lining of the ure- 
thra and do not eradicate the disease, but simply seal 
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pockets of infection in the glands, which usually 
later break through and cause a chronic discharge. 
The danger of stricture formation is great. 

Posterior urethritis, which is estimated to occur in 
§0 to 85 per cent of cases, is shown when the second 
glass of urine becomes cloudy, accompanied by fre- 
quency, urgency, and painful urination: Often there 
is a little terminal hematuria. The above percentage 
is too high and should be lowered, and can be if care 
in the treatment is used. If posterior infection oc- 
curs, such complications as acute prostatitis, seminal 
vesiculitis, vasitis, and epididymitis become immi- 
nent. As to the treatment of posterior urethritis, 
there is little change from that of anterior urethritis, 
as deep injections are harmful. Oral medication may 
be of some benefit in controlling symptoms, but does 
not alter the course of the disease. 

The complications of gonorrheal urethritis might 
be divided into two parts, namely: the complications 
of anterior urethritis and those of posterior urethri- 
tis. Under the complications of anterior urethritis 
one should first consider infection of the urethral 
glands. This would seem to occur in most cases and 
is responsible for the lighting up of the infection fol- 
lowing the passage of sounds, as mentioned above, 
and also accounts for spongeitis or chordee and peri- 
urethral abscess. 


Peri-urethral abscess is a complication which may 
become a difficult problem. Some of these abscesses, 
if small, may heal spontaneously and leave an in- 
durated nodule, some may rupture or point on the 
urethral side where they can be opened intra-urethral- 
lv. Sometimes the abscess points externally, the com- 
munication with the urethra being closed. If in the 
pendulous portion, one is fortunate indeed if the ure- 
thral ovening has closed; otherwise, fistulae will form 
and these fistulae are often very hard, if not impos- 
sible, to close. The large abscesses most commonly 
occur in the perineum and should be incised and 
drained early to prevent destruction from the pus 
burrowing along the fascial planes. Free drainage 
should be used, as one need not fear a persistent fis- 
tula in this area. 

Balanoposthitis, if caused by a phimosis, should be 
treated bv a dorsal slit, otherwise cleanliness by use 
of irrigations or frequent washings with soap and 
water is sufficient. 

Paraphimosis must be reduced; it is sometimes nec- 
essary to incise the constricting band. Dry heat is 
verv beneficial in both balanoposthitis and paraphi- 
mosis. 

Chordee is a very painful and unpleasant thing for 
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the patient. The use of hot sitz baths and bromides 
in full dosage is the best for prevention, and cold 
water is best for relief. Recently I saw a case in 
which chordee was very persistent, lasting until the 
patient had received several dilatations. The per- 
sistence in this case was due to an old resistant stric- 
ture from a former attack of gonorrhea twelve years 
previously. 

The commonest and, indeed, the almost invariable 
complication of posterior urethritis is acute prosta- 
titis, which may become severe enough to cause 
urinary retention. 

The differential diagnosis between acute prostati- 
tis and prostatic abscess is often impossible. Fluctua- 
tion, the usual sign of abscess, can not be made out 
with one finger in the rectum. The pain in both 
conditions is severe and referred to the perineum and 
rectum. Marked dysuria occurs and, as stated above, 
may go on to complete retention. The temperature 
may be high. Chills and sweats are common. Nau- 
sea, vomiting, prostration, and even mental confu- 
sion, occur to complicate the picture. These latter 
symptoms are due to uremia, and all degrees of kid- 
ney damage may be present. The renal damage is 
similar to that found in retention from prostatic 
hypertrophy. The pathological changes present may 
vary from the diffuse inflammation and induration 
of acute prostatitis to large multilocular abscesses. 
Between these two conditions there are many varia- 
tions in the changes present. There may be many 
minute abscesses distributed throughout the gland, 
or several slightly larger abscesses in one lobe, or 
multiple moderately large abscesses throughout the 
gland, or a very large multilocular abscess. 


Under treatment, prostatitis and prostatic abscess 
will be considered together. The most important 
thing in the treatment is to maintain reasonably 
free urination. When the condition causes an ob- 
struction to the outflow of urine, the ordinary 
methods of inducing urination should be tried. The 
use of heat by rectal irrigations, either into the rec- 
tum directly or through a psychrophore, by electri- 
cal heaters, or by hot sitz baths, will often cause 
enough subsidence of the condition to allow reason- 
ably free urination. Diathermy may be useful in 
this condition. If urinary difficulty is persistent and 
grows greater, with complete or almost complete re- 
tention ensuing, this is. the signal for surgical treat- 
ment of the prostate, as frequent catheterizations, re- 
tention catheters or suprapubic puncture for removal 
of the urine, can be used only to prepare the patient 
for a surgical procedure. A general rule to follow is 


SOUTHWESTERN MEDICINE 


that, if severe retention has been present for twenty- 
four hours or longer, surgery should be done at once. 
If severe uremia is present, the urinary retention 
must be relieved by retention catheter, or suprapubic 
drain, after which the abscess may usually be incised 
with little delay. ; 


There are only two recommended methods of treat- 
ment: rupture of the abscess with a sound, or inci- 
sion of the gland by perineal operation. In the past, 
prostatic abscesses have been opened through the rec- 
tum. It is only necessary to say that this is absolute- 
ly bad practice. The objection to rupturing an ab- 
scess with a sound is that it is blind procedure. Rup- 
ture of the urethra and false passage may occur with- 
out opening the abscess. Very often, even though 
the abscess has been ruptured, one gets poor drain- 
age with residual cavities and diverticula, or the 
puncture hole closes, with recurrence of the abscess. 
The danger of a very distressing residual chronic 
prostatitis is great. On the other hand, perineal pros- 
tatomy is a very simple procedure. The prostate is 
adequately exposed and can be thoroughly explored 
and all cavities drained, with much more certain im- 
mediate results. In a diffuse prostatitis without cav- 
ity formation, no harm has been done, and the con- 
dition responds to the drainage, while with a sound 
the trauma will be very harmful. The end results of 
the operative treatment are much better. The patient 
is usually up and around in a relatively short period 
of time. One writer who advocates a trial of non- 
operative treatment—and I think we all agree that 
it should be given a fair trial—frankly states that 
he has never seen a recurrence after perineal opera- 
tion, but that recurrences do follow nonoperative 
treatment, or treatment by rupture with a sound. 


Seminal vesiculitis and vasitis occur only with 
prostatitis and are frequently found when looked 
for, as shown by pus in the vesicular secretion. The 
symptoms of vesiculitis are similar to those of pros- 
tatitis and the treatment is practically the same, 
with local heat during the acute stages and massage 
later on. If the infection becomes chronic, some men 
advocate injecting the vasa with various solutions. 
This can be done either in the groin or by injecting 
the ejaculatory ducts in the urethra. The urethral 
method is to be preferred, as the danger of occlud- 
ing the vas is not as great. Abscess of the seminal 
vesicles not responding to the ordinary treatment, 
must be drained by open operation. Vasitis often 
precedes epididymitis and is ushered in by pain in the 
groin and aching in the testicle. Many times, if the 
patient is put to bed, ice applied to the groin, and 
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testicles with the scrotum elevated, frank epididy- 
mitis may be prevented. 

Epididymitis is frequent in gonorrhea. Lewin and 
Bohm* found 12.4 per cent in 1,000 cases of gon- 
orrhea. Stone’ gives 4.8 per cent in 900 cases of acute 
and chronic gonorrhea. Bilateral involvement is stat- 
ed to occur in 15 per cent or less, of all cases. It is 
unnecessary to give the symptoms of this disease. 

Stone’ gives a comparison of various treatments, 
in a relatively small number of cases, based on three 
factors: time until pain is relieved, period of confine- 
ment, and involution pericd. He concludes that ex- 
pectant treatment is inefficient. He believes that 
operative treatment relieves the pain sooner, short- 
ens incapacity as compared with expectant treat- 
ment, shortens the involution period, and has lower 
percentage of recurrences than any other form of 
treatment. Hagner, who is the great exponent of 
epididymotomy, states that, if properly done, oc- 
clusion of the vas is less apt to occur than after con- 
servative treatment. While operative treatment ap- 
pears to be the most satisfactory, in practice it is 
very difficult to induce people to assume the extra 
expense of a hospital stay. Most cases resolve in a 
week with the usual routine treatment of bed rest, 
ice packs and elevation of the scrotum. Any of the 
various solutions recommended for either intravenous 
or intramuscular injections may be tried. Some of 
these soultions appear to have a little more effect 
than others, but too much should not be expected of 
them. With no evidence of subsidence from ordi- 
nary treatment in one week’s time, surgery should 
be advised, as it shortens the period of disability and 
may reduce the number of cases of abscess. 

Except for local cystitis accompanying posterior 
urethritis, gonorrheal cystitis is rare and involve- 
ment of the kidneys is even more rare. If one finds 
diplococci in the second glass of urine or in a cath- 
eterized specimen, one should make a Gram stain 
and carefully search for gonococci, as secondary in- 
fection may complicate the picture. A gonorrheal 
cystitis will usually respond early to treatment with 
silver-nitrate solutions. If the cystitis does not re- 
spond in a reasonable length of time, the ureters 
should be catheterized. Gonorrheal infection of the 
kidneys is so rare that, before making a positive di- 
agnosis, cultures should be made and the organism 
identified by sugar tests, as other organisms may 
closely resemble gonococci. The treatment is lavage 
with weak silver-nitrate solutions. 

Whether or not complications occur in gonorrhea, 
a time comes when the doctor and patient both wish 
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to know whether the disease is eliminated. One can 
say with great certainty that, as long as any shreds 
occur in the urine or any marked excess of pus re- 
mains in the prostatic secretion, the disease is not 
cured. If the urine does become clear and the pros- 
tatic secretion shows only a slight excess of pus, 15 
to 20 cells per field without clumps, the sound test, 
the silver-nitrate test, or beer test may be tried. If 
these produce no reaction and the urine remains 
clear, the secretion from the vesicles and prostate 
should be cultured for gonococci. If this culture is 
negative, we can assure the patient that his chances 
of not being cured are negligible. If a physician 
leaves him with shreds in his urine and pus in the 
prostate, the patient is subject to late complications 
and recurrences, and he may unknowingly pass the 
infection on to others. 

In conclusion, too many physicians who assume 
the responsibility of treating gonorrhea are not fa- 
miliar with the criterion of cure. It is the duty of 
the profession to make every effort to bring their 
methods up to the highest standards. 
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DISCUSSION 


DR. T. W. WOODMAN (Phocnix): It would cer- 
tainly seem that the subject of Gonorrhea and Its 
Complications in the Male has been admirably cov- 
ered by Dr. Pennington’s paper. I feel that further 
emphasis should be made of the responsibility rest- 
ing on the physician in stating to a patient that he 
is cured. As Dr. Pennington has stated, a great 
many vases stop their treatment as soon as the dis- 
charge has ceased; there is no way we can control 
this type of patient. Frequently, however, the physi- 
cian is at fault in advising a patient he is cured 
prior to the obtaining of the negative tests outlined 
in Dr. Pennington’s paper. 

Although I do not treat gonorrhea in the male, 
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it is my custom, when one of these cases comes to 
me, to take the time to emphasize the importance of 
remaining under the genito-urinary man’s care until 
the patient has definitely been pronounced cured. 
Frequently the gonorrheal case feels that the con- 
tinuance of treatment after the discharge has ceas- 
ed is simply a desire on the part of the doctor for 
additional revenue. The man who refers that case 
to the genito-urinary specialist quite frequently 
has the confidence of the patient he is referring, or 
that patient would not have come to him in the first 
place, and for this reason he is in a better position 
to safeguard his patient against the patient’s own 
carelessness than is the stranger actually treating 
the case. 


Gonorrhea in the male has for so many years 
been regarded lightly by lay people, as no worse 
than a bad cold, that it is difficult for the medical 
profession to educate people regarding its scrious 
complications, although the public is becoming pro- 
gressively more enlightened regarding this disease. 
The practice of some druggists to prescribe partic- 
ularly for this condition, because of the druggist’s 
feeling that the disease is not serious, cannot be too 
highly condemned. 

We have all frequently seen the disastrous results 
following the marriage of the male presumably 
cured of gonorrhea and the subsequent infection of 
his wife. So frequently this leads, not only to mark- 
cd pain and suffering on the part of the infected 
female, but frequently to sterility and the divorce 
courts. I remember one case in particular in which 
the bride became infected while on her honcymoon, 
and in this particular instance the husband had 
written reports from three physicians stating that 
in their opinion he was cured. This bride developed 
salpingitis and a pelvic peritonitis. After the peri- 
tonitis had subsided and the blood count and temper- 
ature were normal, a bilateral salpingectomy was 
donc. The end result in this instance was a divorce, 
and shortly after the divorce the husband commit- 
ted suicide. A careful review of this record seems 
to indicate that the whole course of events is trace- 
able to thc pronouncing of a cure before there was 
sufficient evidence to prove a cure. 





CONSIDERATIONS IN TREAT- 
MENT OF PERIARTHRITIS 
OF THE SHOULDER 


———_—_—_—- 


JAMES A. DICKSON, M. D. 
Cleveland Clinic, Cleveland, Ohio. 





(Read before the Forty-second Annual Meeting 
of the Arizona State Mcdical Association, held at 
Tucson, April 20-22, 1933.) 





An analysis of 200 cases of periarthritis of the 
shoulder and a review of the literature on this sub- 
ject suggest that there must be some general physi- 
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ologic disturbance that is responsible for this very 
distressing and common malady. This should be em- 
phasized, because this fact seems to have been lost 
sight of by many workers in their enthusiasm for one 
particular type of treatment, or in their zealous en- 
deavor to attribute symptoms to some particular 
etiologic factor. I have found in all cases that— 
whether the evidence pointed to infection, metabolic 
disturbances or trauma as the important etiologic 
factor; whether the treatment stressed was eradica- 
tion of foci, physical measures, manipulation or op- 
eration—‘he time required for recovery and the total 
duration of the disease were remarkably constant 
throughout. 

In an effort to elucidate the relationship of trau- 
ma, foci of infection, and metabolic factors, in the 
etiology of periarthritis of the shoulder, and to de- 
termine the most efficacious treatment for this con- 
dition, I have analyzed a series of 200 cases that 
have come under our care during the last nine years. 
I realize that I may be treading on thin ice when I 
use the term “periarthritis of the shoulder,” but it 
appears to me that this better describes the clinical 
” “subdeltoid bursitis,” 
or “calcifications of the su- 
with which names you are all 


entity than “painful shoulder, 
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“subacromial bursitis,’ 
praspinatus tendon,” 
familiar. 

It would appear that the syndrome represents a 
complex pathologic state in which the capsule liga- 
ments and tendons about the shoulder joint are in- 
volved. 

Periarthritis of the shoulder is a distinct entity 
and preczents a clinical syndrome which is more or 
less constant. The complaints are largely. of pain 
and loss of function. The patient relates a history 
that he has developed pain in his shoulder, either with 
or without an injury. The pain may be characterized 
by aching, with sharp, stabbing pain in certain lim- 
ited motions, or it may be so severe that morphine is 
required for its control. The pain usually is felt a 
few inches above the insertion of the deltoid and of- 
ten continues, in the nature of a neuralgia, down 
the outside of the arm to the hand. There is no al- 
teration in sensation or in the reflexes and the nerve 
trunks are not tender on palpation. The limitation 
of motion in periarthritis of the shoulder is quite 
characteristic. Abduction is possible to about 45 de- 
grees; rotation, both internal and external, is possible 
to about 5Q per cent of normal; while forward and 
backward movement is not limited and is painless. 
In some cases, abduction is painful only when the 
arm is passing through the arc from 70 degrees to 
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90 degrees, while abduction beyond the right angle 
can be accomplished without discomfort. There is a 
similar experience’ when the arm is lowered. Usually 
there is little change in the contour of the shoulder, 
but atrophy, both in the deltoid and supraspinatus 
regions, is present in the chronic cases. Except in the 
very acute cases, muscle spasm does not occur until 
the movements are checked by painful adhesions. 
Only cases showing this typical clinical syndrome 
were used for this analysis. The only joint symp- 
toms were limited to the shoulders and no cases in 
which there was associated multiple arthritis were 
considered. All cases of periarthritis of the shoulder 
following definite dislocation and fracture about the 
shoulder or after severe injury with complete tearing 
of the supraspinatus tendon, as described by Codman, 
purposely were omitted from this study. The clini- 
cal picture is that of the patient who presents him- 
self with the typical disturbance in the shoulder and 
who gives a history of no injury or, if there has been 
injury, some such thing as “excessive work in the 
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garden,” “washing windows,” or a slight twist after 
“throwing a baseball” or “playing golf,” is given as 
a causative factor of his disability. In these cases 
there always is a question as to whether or not the 
alleged accident had anything to do with the condi- 


tion found in the shoulder. 


In all cases in this series, the thorough routine ex- 
amination included roentgenogram of the involved 
shoulder, detailed search for foci of infection, rou- 
tine blood and urine examination, and whatever spe- 
cial tests were indicated. 

This study has shown that the clinical syndrome 
is not influenced in any respect by the presence or 
absence of calcium deposits as demonstrated radiolog- 
ically. The presence of calcium is no indication of 
the severity or of the duration of the symptoms. 
These deposits have been found in shoulders in which 
there were no symptoms and have persisted in others 
after all symptoms have disappeared. Analysis of 
Table 1 indicates that calcium deposits occur in 36.5 
per cent of cases, or approximately one in three. 

Periarthritis is found as often in males as in fe- 
males and appears after the age of forty years in over 
80 per cent of the cases. The right shoulder is in- 
volved more frequently than the left. The disease 
often is bilateral. 

Table 2 shows that, of the 200 patients with peri- 
arthritis of the shoulder, only sixty-seven gave a his- 
tory of trauma. However, in fifty of these, exam- 
ination revealed some focus of infection or toxic ele- 
ment that might have been a contributing factor. 
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Of the total number, 176, with focal infections, 
fifty had had some trauma, ninety-six showed only 
a focus of infection, and in thirty there were also 
definite metabolic irregularities. In two, metabolic 
abnormalities only were found, while in five no etio- 
logic factor could be elicited. 


This analysis indicates that foci of infection and 
glandular dysfunction would appear to be much 
more important than trauma as etiologic factors, al- 
though it is extremely difficult to evaluate their 
true significance. Calcium deposits are found in ap- 
proximately the same proportion in all the groups, 
regardless of whether traumatic, infectious, or gland- 
ular factors predominated, which shows that there 
is some common underlying alteration in the physi- 
cal state that must determine the deposition of cal- 
cium. Brichner in 1917 suggested some metabolic 
fault as an etiologic factor. Nevertheless, whatever 
the general factors, there must be some local dis- 
turbance which predisposes to the formation of these 
calcium deposits about the shoulder. 


The treatment of periarthritis of the shoulder has 
been approached from two angles—the general treat- 
ment of the patient and the local treatment of the 
shoulder. 


The general treatment consisted in removal of all 
foci of infection—in the teeth, tonsils, prostate— 
and in every way attempting to bring the patient to 
a normal state of metabolism. The importance of 
treating the general metabolic condition of the pa- 
ticnt was very strikingly emphasized during the ob- 
servation of several cases of periarthritis of the shoul- 
der in patients who were being treated for severe 
hyperthyroidism. The results of treatment of the 
local condition in the shoulders by the various forms 
of physical therapy and the preoperative regimen, 
which included complete rest in bed and the admin- 
istration of Lugol’s solution, were extremely disap- 
pointing and the patients failed to manifest anything 
but mild improvement. On the other hand, after 
thyroidectomy there was almost invariably extremely 
marked relief of the joint symptoms within forty- 
eight to seventy-two hours. The intense pains sub- 
sided rapidly and, with further use of physical meth- 
ods, there was a complete return to normal func- 
tion. Both hyperthyroidism and hypothyroidism 
have been encountered in this series of cases; the first 
was treated by operation and the latter with thyroid 
extract. Coincident hyperglycemia has been correct- 
ed by means of a typical diabetic regimen. Dietary 
regulation was insisted upon and, unless it was con- 
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traindicated, the patients were given a high-vitamin, 
low-carbohydrate diet. 

Heliotherapy has proved extremely beneficial. Sev- 
eral of the patients showed very little improvement 
with local measures until they began to acquire a 
coat of tan. One patient had failed to respond to 
local and general measures, but showed marked im- 
provement within three weeks after arrival in Florida, 
where she spent much time in the sun. Two other 
patients were unemployed and, hence, could not af- 
ford the usual physical therapeutic measures, but im- 
proved rapidly with no treatment except a daily sun- 
bath on the beach. The efficacy of this form, of 
treatment is very familiar to you here in Arizona, 
and I know it is unnecessary to emphasize its im- 
portance in the management of all forms of arthritis. 

The local treatment has varied somewhat accord- 
ing to the severity of the symptoms, but following 
is a typical regimen to which our patients are sub- 
jected. 

During the acute stage with severe pain and pos- 
sibly muscle spasm, rest of the shoulder is advised. 
The arm is maintained in moderate abduction and ex- 
ternal rotation by means of traction. The position 
of full abduction and external rotation, recommend- 
ed by many, has no particular advantage and is like- 
ly to add to the patient’s discomfort. Ice caps are 
applied to the shoulder. Cold applications are more 
efficacious in the acute stage, as any form of heat 
seems definitely to increase the pain. On the third 
day, sedative diathermia is given and the arm is pas- 
sively moved (once only) through the full range of 
abduction and internal and external rotation and is 
then fixed again in the original position. This treat- 
ment must be carried out cautiously, for, if motion 
is started too soon, it will increase the reaction about 
the joint. On the other hand, if the arm is kept too 
long in fixation, the exudate becomes organized, with 
the formation of adhesions. The above treatment is 
carried out daily and voluntary contraction of the 
deltoid and other muscles is encouraged to the point 
of pain. This movement is beneficial, while move- 
ment beyond this point, either active or passive, is 
detrimental. 

As the range of voluntary movement without pain 
increases, the degree of passive abduction is gradual- 
ly increased until full active abduction is possible 
without discomfort. The abduction splint is then 
_discarded and full voluntary movements are en- 
couraged until full function is restored. 

In the subacute cases the arm is protected on an 
abduction splint and the patient is given treatment 
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with diathermia, usually on alternate days. In 1923, 
I reported very satisfactory results with diathermia 
in periarthritis of the shoulder, and similar experi- 
ences were reported by Mumford. If, with the aid of 
diathermia and active and passive stretching exer- 
cises, there persists limitation of range of motion in 
the joint, manipulation of the shoulder under anes- 
thesia should be seriously considered. I agree with 
Perkins that the most satisfactory results from man- 
ipulative treatment are obtained in the group of cas- 
es due definitely to trauma. However, manipulation 
has a very definite place in the treatment of select- 
ed cases of the group under consideration. When 
the acute symptoms have subsided and the general 
treatment is adequate, if limitation of range of move- 
ment persists on account of strong adhesions which 
have formed, a great deal of convalescing time can 
be saved for the patient by breaking these adhesions 
by manipulation. 

Very gratifying and satisfactory results have been 
obtained by the adoption of the above principles. It 
has been demonstrated that the calcium deposits are 
quite unstable and readily disappear with diathermia 
treatment (Dickson, Mumford), and the joint be- 
comes painless and the normal range of movement 
is restored. Of the 200 patients, 188, or 94 per cent, 
recovered completely, with loss of pain and return 
of normal function. Most of the patients required 
from one to six months’ treatment for complete re- 
covery. A few had symptoms from one to two 
years, but ultimately obtained satisfactory results. 


While, in more than 50 per cent of the cases, 
symptoms were present from six months to two 
years, over 85 per cent of the patients recovered nor- 
mal, painless function within a period of six months 
after the institution of treatment. An interesting 
feature is that, no matter whether the chief etiologic 
factor was considered to be trauma, infection, or 
true metabolic irregularities, or whether the joints 
were manipulated under anesthesia or whether the 
calcified bodies were removed, the recovery period 
was approximately the same in all groups. 

Many writers have given the impression that they 
considered those cases in which a calcified deposit 
was demonstrated radiologically quite different from 
those similar in every other respect, except that the 
roentgenogram revealed no shadow. I feel that the 
basic pathologic state is the same in all these cases, 
and that the principles underlying treatment should 
be identical. Calcification tends to disappear with 
the subsidence of symptoms; it may be that it is just 
an indication of the stage of attempted repair. A re- 
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view of some of the reports would lead one to be- 
lieve that the finding of a calcified area radiological- 
ly should be an invitation for its surgical removal. I 
certainly can not subscribe to this conception. In 
making this statement I realize that only five of the 
seventy-five patients who gave evidence of having 
calcium deposits in the shoulder were operated on. 
But, in comparing these five cases with those in 
which manipulation only was done, it would not ap- 
pear that their convalescence was made materially 
less irksome or that the time of their disability was 
lessened. In all cases in which operation was done, 
it was necessary also to break down adhesions in or- 
der to obtain full abduction and rotation of the 
arm, and it seems that this was more important to 
the patient than the removal of the calcium. 

Of the 200 cases in this series. twelve patients 
failed to make a satisfactory recovery. In one, the 
patient refused to have foci of infection removed, 
and in another there was very marked hypothyroid- 
ism which would not respond to general treatment. 
The remaining ten patients had adequate general and 
local treatment, and although they showed consid- 
erable improvement, slight discomfort continued. 

An extremely interesting fact has been brought 
out in the follow-up study of this series of cases. Of 
the 200 cases, ninety-three were seen prior to 1928 
and, although the affected shoulder has remained 
well in all these, with one exception (in which 
there was a slight temporary recurrence), thirteen 
patients later developed joint symptoms elsewhere. 
Of these thirteen, ten gave a history of some gas- 
tro-intestinal disturbance at the time they were un- 
der treatment for the shoulder condition. Five had 
infected teeth and tonsils removed at that time, but, 
in spite of the eradication of foci, have subsequent- 
ly developed other joint complications. This empha- 
sizes the fact that there may be some general meta- 
bolic factor in these cases. Of«the 107 patients seen 
since 1928, none has shown this tendency to date. 

The study of the cases reported in the literature 
and of this series of 200 cases, has shown most strik- 
ingly that an exact evaluation of the importance of 
any one of the factors which may be involved in 
the causation of the disease, or of the relative value 
of the various therapeutic measures, is practically 
impossible. But the study shows that, in all cases, 
general rather than local treatment is of paramount 


importance. 
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TABLE I. 
ANALYSIS OF 200 CASES 
ORME RII 8 ow scccnccppteese lin cca belihicepdvtdovnati 200 
Number showing calcium by x-ray...............-...--.---- 73 
DOOD GMI Bhai onc sccecacspuhechterehedovetcdvnicintidonine 96 
Wma OE TI icon estas sp iit sentiocensinbipns 104 
Age Incidence 

11-20 2 | 41-50 61 
21-30 10 | 51-60 67 
31-40 25 | 61-70 32 
| Over 70 3 

Number in right shoulder.........................--..-.0--00++ 103 
pe | a See Nnen Ds oe 84 
Number in both shoulders.......................--....----.--00+++ 13 
Caen I I iia ene 45 
CINE AINE, HO ini ctc csccsiecinica backs cntecinsensctaaaats 23 
Cama Geer: Se a 5 


TABLE II. 
ANALYSIS OF 200 CASES OF PERIARTHRITIS 
OF THE SHOULDER 
Number of cascs reported............... . PREIOOO amare S * 200 
Number showing calcium—36.5% .....................----- 73 
Without With 
Calcium Calcium Total 


Injury Injury only 11 6 17 
67 34.7% 
Injury and 36 14 50 
infection 28% 
Inf« ction Infection only 59 37 96 
176 38.5% 
Infection and 17 13 30 
metabolism 43.7% 
Metabolic 
Problems Metabolic 1 1 2 
only 
No 
Demonstrable 
Cause 2 3 5 
5 


ANALYSIS OF METABOLIC DISTURBANCES 
Without With 
Calcium Calcium Total 


Hyperthyroidism ...................... 10 8 18 
Hypothyroidism ........................ 4 3 7 
| eens ed 4 3 7 





GOLF, AND INFANT FEEDING 

It is possible to play over the entire course with 
a single club and bring in a fair score. But playing 
with only one club is a handicap. The best scores 
are made when the player carefully studies each 
shot, determining in advance how he is going to 
make it, then sel-cts from his bag the particular 
club best adapted to execute that shot. 

For many years, Mead Johnson & Company have 
offered “matched clubs,’ so to speak, best adapted 
to meet the individual requirements of the individ- 
ual baby. 

We believe this a more intelligent and helpful 
service than to attempt to make one “baby food” to 
which the baby must be adapted. 
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THE NEW EXPERIMENT 


(A Viewpoint of the Report of the Comittee on the 
Costs of Medical Care.) 





R. J. STROUD, M. D., 
Tempe, Arizona. 





(Read before the Forty-second Annual Mceting of 
the Arizona State Medical Association, he!d at Tuc- 
gon, April 20-22, 1933.) 





The majority of the Committee has committed it- 
self to try a bizarre experiment with the people as 
pawns and the medical profession as goats. 


During the past twenty years the medical profes- 
sion has had to work harder to relieve the poor, with- 
out pay, than at any other time in medical history. 
The only thing free about the “free” clinic is the 
services of the man who actually makes the thing 
possible: A charge is made even for drugs in most 
cases and everybody, from the door-man up to the 
cold-eyed and well-paid manager, is paid according 
to his lot. Public Health has been taken over by men 
who ask taxes to support them, and then encroach on 
curative work as fast as they are entrenched. Parent- 
teacher associations have doctors take care of school 
children and pre-school round-ups and give them ex- 
aminations free, whether rich or poor. Social service 
centers ask doctors to work free, while all other help 
is paid. Counties organize to give the poor relief 
through inadequate salaries to physicians; veterans 
may go to a hospital for free service and operations 
whether the trouble is service connected or not; and 
every other agency of the so-called “social sciences” 
has paid individuals going around to see how the 
physician can be placed in a “free” job. 

The greatest. crime against the American people 
is the surfeit of individuals who go around to fix 
things their way. Usually they have ample means to 
do the thing through a lobby or fact-finding body. 
The incentive to do something often comes from 
poorly timed remarks of people interested in helping 
overcome things in their own profession. From these 
remarks ‘some layman goes “a-gunning” and there 
is no closed season. In our own calling, men have 
gone on record to say that chronic appendicitis was 
non-existent as a surgical thing, and these same men 
were the blazers of the appendicitis paths and made 
their money in rather startling figures for some years 
that way. Those who first decried the “split-fee” 
were those who made their money that way and saw 
the evil. Then they also went “a-gunning.” 

So there sprung up, among the profession, men 
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who looked into the costs of illness to the public— 
a public served by the most highly educated group in 
the world, a group advised to study at least one hour 
every day to become better men. The total bill is 
not so great as that of cosmetics, made up in fac- 
tories by more or less uneducated people and sold 
over the counter by anybody who can smile and tell 
of the wonders the things will do to make users 
young in the eyes of the world. And these same 
cosmetics are sold more for the bizarre shapes of 
flashy containers than by virtue, the ingredients ris- 
ing 100 per cent in value by being in an exotic con- 
tainer with extravagant advertising claims set forth. 

As long as doctors would go into the small places 
and the country, work themselves to death to leave 
their families destitute; as long as people were train- 
ed to keep their doctor the last on their lists pay- 
able; as long as 80 per cent could work the doctor by 
taking advantage of him, even to the payment of 
fees as small as $5 to set an arm, or a confinement 
fee of $10; as long as the doctor was doctor, father 
confessor, teacher, and “poor man” of the commun- 
ity, while the banker, lawyer, business man and 
saloon-keeper were the rich folks up or: the hill, who 
lived to enjoy their nights at home with their fam- 
ilies amid sumptuous surroundings, to enjoy the the- 
ater and visits among friends and who could get rest 
undisturbed—just so long was there no hue and cry 
of the fixers of things American to “do something 
about it.” 


When the costs of medical education began to 
mount, and the study period was raised from a few 
years to seven minimum to attempt to pass a state 
board examination, these new physicians were pre- 
pared for their life’s work under the eyes of highly 
trained and skillful men who used all of the modern 
paraphernalia to diagnose and treat disease. Being so 
wonderfully equipped, they became city minded and 
also conscious of the fact that they needed substan- 
tial offices in palatial buildings and a good automo- 
bile so as to visit the “nice” homes they might be 
called to sometime. They soon learned that the cost 
of all of this was great and the upkeep greater. They 
knew that they were highly trained and gave a ser- 
vice that should bring a fair reward and stipend equal 
to that service. The outcome of this was that they 
had to get away from giving service indiscriminately 
to all comers and were compelled to make expenses or 
starve. 


Along with this came the rise of the hospital from 
an endowed institution, to which formerly only the 
poor were admitted, to an institution where space for 
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private rooms far outnumbered the wards and where 
the hospitals had to make their own way without 
such endowment. The journey was all uphill, as they 
had to run a modern hotel, coupled with a long line 
of nurse attendants, historians, technicians, labora- 
tories, supervisors and x-ray equipment on the side, 
or else be considered not quite a safe place for the 
public to go. This betterment came from within. 
The physician put in more time to keep up his rec- 
ords, as he wanted his hospital to get along and not 
suffer from his poor records. On the other hand, 
the public demanded complete service and the hospi- 
tal fees increased to meet the expense. They could 
not function because, by being lenient, they lost 
money and had to demand pay in advance or refuse 
admission except in an emergency. Then the ques- 
tion became acute for a great many people who de- 
manded hospital care, the same 80 per cent whose an- 
cestors had “worked” the doctor and hospital, for 
now they were required to pay for some of their 
service. The grocery question had become one of 
cash and the auto dealers keep their hands on a car 
until the last payment. Apparently the doctor was 
shelved to the last again, for the loss of a car would 
let these people “down” before their neighbors. A 
bill owed the doctor was harder to pay but more 
easily concealed. And yet, “keeping up with the 
Joneses” was going on in the competition for the 
best the hospital afforded; and the people would 
boast of the tribulations of their elective surgery, to- 
gether with x-ray details, for this topic is always a 
good one, then and now. Unfortunately, the doctor 
also demanded a pay-day at a time when costs had 
gone up for everything. 


It made no difference that the costs of everything 
had gone up and business demanded shorter credits 
on one hand, and the “dollar down and pay forever” 
was giving the people what they had been taught 
civilization demanded. No commission went into 
action as to the cost of cosmetological care or the 
cost of transportation for those who had a down 
payment on an automobile. It never seemed to occur 
to people that all other costs had gone up far beyona 
the cost of medical care. We spent more as first 
cost for an automobile than our fore-fathers ever 
spent in a lifetime to travel. Each home must have 
its radio, electrical refrigeration, overstuffed furni- 
ture, double bathrooms, electric carpet sweepers, and 
each farm with a pressure water supply in addition 
to these luxuries, with every conceivable gadget that 
a manufacturer could ingeniously put out to sell. 
But that was BUSINESS in a big sense and nothing 
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must interfere with it except the limitations of the 
public’s pocket-book and not even a medical fee must 
stop business. And the profits were large. But it 
never occurred to the investigators to go into the 
cost of these things to see if they were too high. No, 
that would be obstructing trade. Then these things 
were sold by high pressure salesmen who had noth- 
ing but unmitigated gall as their stock in trade. The 
medical man, in this mad rush, kept his feet on the 
ground professionally and then wondered if he were 
treating the people fairly when they told him his 
bills were too high. All he asked for was to get a lit- 
tle of the profits that were all around him at low fees 
—just asked them to pay their bills more promptly. 
Until the past few months, nobody even thought of 
investigating the big bankers who, through their 
brokerage houses, sold worthless bonds and stocks 
knowingly and shipped the money of prosperity to 
the tune of $12,000,000,000 to Europe and South 
America, that they might make up their bad loans 
on the one hand and reap a profit on the other, or 
just sold them for profit so that they vacuumed the 
rest of the country out of its uttermost dollar. Yet, 
these same people who bought these bonds and gam- 
bled in the market had nothing for doctors and hos- 
pitals out of their surplus. We all know of tens of 
folks who had all the above gadgets, cars and all, 
and the salesmen talking and selling on a two-car 
basis for even moderate families, and we know those 
folks balked at very moderate and sensible medical 
bills. 


Go to an attorney to get a paper filled out, a mere 
printed form bought for a few cents and made up 
by a stenographer in three minutes, and you pay $5 
to $10 for the service, yet a doctor who charges $3 
for a forty-minute examination that may result in 
keeping a patient earning thousands of dollars in fu- 
ture years, is called too high priced for his clientele. 

Now we come to the other side of the story, the 
real gist of the tale, the final goal of the opportunist 
—the exploitation and racketeering of the physician 
by lay people. With the individual doctor going 
about his duties or with small groups doing the same, 
the octopus was unable to fasten himself on the med- 
ical man. That group of people who skim the cream 
from all activities was missing a chance. So they 
thought. Salesmen of all types have always exploited 
the individual physician, and the time seemed ready 
for mass delivery. Newspapers, especially in the 
large centers, have always cast greedy eyes on med- 
ical adveritsing, and the barnacles of mankind have 
drooled’at the-mouth when they thought of the op- 
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portunity to exploit the medical men, if they could 
only get them in large enough groups to handle. 

The thing has already begun. Even before times 
were bad, the people shopped for their medical and 
surgical care. Now even low fees are not to be 
sneezed at in this unhappy time of stress. Henry 
Ford even dictated prices t othe men who worked 
for him, just the same old piecework of industry 
(wonder what he paid for his appendix). That shows 
just where we will land, only worse, for politicians 
will grasp at part of even those rewards. The panel 
systems of England and Germany show how a won- 
derful profession can be throttled, and how good doc- 
tors have to resort to chicanery to make a living. 
The survey shows that we turn out too many med- 
ical men, so the politically minded doctor and the 
grafter with whom he is compelled to work, will 
give the people indifferent service because they can 
easily control an overflow. Individualism, the thing 
that has made American medicine the leader, has been 
lost to our European fellows. The great clinics across 
the water are not what they used to be. 


There are now maternity homes run by trained 
and untrained nurses who offer the whole confine- 
ment and care at a price, and call a doctor at the end 
for a very small fee. As usual, the doctor is at the 
bottom of the heap. As usual, a great many of the 
profession are willing to become the hirelings of even 
these lesser people. Just a little further and the doc- 
tor becomes just the boob who is blamed when things 
go wrong, while lay people “take the case.” 

In the same way the great centers will be manned 
at the top by a few astute and politically minded 
physicians who feel no compunctions about exploit- 
ing their fellows; and lay people have even less con- 
science. Then the cults who will work for less will 
be added to the staff of the institution, then become 
recognized; and the medical ‘“Merry-go-Round” will 
rival that of Washington. 

That part of the recommendation dealing with the 
extension of Public Health is the first step towards 
state medicine and means further encroachment in 
the future, for your Public Health man is not averse 
to promoting himself on the foundations of indi- 
vidual physicians, over their dead bodies, if needs 
be. For that reason, Public Health doctors should 
be governed by a board of doctors instead of lay peo- 
ple, who have generally taken over the work. 

The very nature of the legal profession does not 
allow of exploitation. The teaching profession be- 
comes very practical and has numbers for backing 
itself when its bread and butter are threatened. The 
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medical man gives more in charities by free work 
than any others and generally heads the other lists 
also. 

When the groups start to work the path will lead 
from the free clinic in the morning to the near free 
clinic in the afternoon, for no amount of rhetoric 
will ever make some types of people pay a fee. The 
“free” clinic and the poor will always be with us. 
Even those in the preferred 20 per cent class that 
can have a physician outside of the group, will get 
into line, as they are not now averse to patronize 
free clinics wearing $500 furs. So the fees will be 
brought down to meet this group and the contract 
type of practice and then, and only then, will the 
interested octopus be satisfied that he has killed a 
profession for greed. 


I will just take one group to show that fees com- 
mensurate with service are generally charged. I hold 
no briefs for those egotists of the profession whose 
inherent natures allow them to take the last dollar, 
and wish to occupy a glorified throne and profess to 
be so great above their fellows. The group best un- 
derstood will be the obstetricians, although any oth- 
er group could be chosen. This calamity has nine 
months’ preparation and gives the public time to pre- 
pare for the “blessed event.” From personal ob- 
servation, I would say in Maricopa County, a typical 
county, that 60 per cent of deliveries are made for 
$25 or less, which includes county cases; 20 per cent 
more are cared for by general men at very moderate 
fees and the other 20 per cent for whatever the ob- 
stetrical man can agree on with the patient. Your 
specialist requires the patient to go to a Grade A. 
hospital, where the cost is greater than the general 
man’s fee. Then the fee is from $100 to $500 for 
the case. (In larger places this ranges up to $10,000.) 
Salaries from $250 to $300 per month were charged 
with $1,000, hospital, nursing, and obstetrician’s ex- 
pense, as the price of a baby. And this amount only 
included the care for the first ten days. In these 
hard times, these same specialists will on occasion 
take $35.00 as a fee and then guarantee to use instru- 
ments or cesarean or whatever is necessary. This is 
certainly not only not too large, but does not even 
seem a fair return for the amount of care given. But 
we have been judged entirely by these higher brack- 
ets. Certainly that committee did not go to see that 
average practitioner in the byways and highways of 
America, to watch his work and then the charge. 
The charges which the higher-priced men believed 
to be necessary for them to keep caste with their fel- 
lows and the public, have been the basis of the report. 
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Even at that, when it was found that the doctor re- 
ceived only 30 per cent of his medical bill, the thing 
had to be changed to take up all medical expenses, 
for the physician was the one to whom the first sur- 
vey was directed. 


And how avidly have the magazines taken up the 
proposals. The Nation’s Business, Atlantic Monthly, 
the newspapers and teaching profession have seen in 
this an opportunity to discuss high fees of our pro- 
fession and are ready to give us socialistic medicine. 
Ed Howe, the columnist, agrees with the majority’s 
findings, and in the same magazine section of the 
Republic, on the same page, Mrs. Hurst speaks of 
some people who first lived beyond their means, then 
moved into a less expensive neighborhood and, by 
getting their medical work for nothing at the free 
clinics, and other things, finally acquired affluence; 
meantime, while saving this money, they withheld 
from. legitimate medicine at least some fee on their 
way to wealth. 

The American Medical Association points to part 
of the remedy. The doctor with the little black bag 
will have to return to gain the confidence of the 
people. More general men who treat people as in- 


dividuals and less as numbers, who get the whole pic- 


ture. The only thing he will leave out of the “black 
bag” days is the fact that he will expect a reason- 
able compensation for his services. That is what the 
individual will do to stem the tide of the flood that 
would envelop him. As a group, public health peo- 
ple will have to be kept in bounds by a united front, 
and the extension of the benefits of medicine by Fed- 
eral, State or County aid should be limited to the 
poor of the community. Fees could be lowered, if 
necessary, when all possible aid has been extended to 
the poor, by seeing that every individual who does 
not qualify on the poor lists pays a fee just as he 
pays rent, light, and for groceries. 


The United States has been a very sick nation for 


three and one-half years, and, as yet, the best minds, 


in the country have failed to solve the problems that 
confront us. It seems a pity, therefore, that the 
Committee on Costs of Medical Care, who have 
solved a problem ages old, should have so kept their 
light under a bushel that they have not offered their 
intelligence to poor old Uncle Sam. He needs it. 
Such a problem of only a few years should be easy 
for the gentlemen who have so glibly solved the 
problem of the care of the American sick for all 
time. These gentlemen need no historical background 
for their findings, neither do they need the experi- 
ences of this or any other nation to guide therm, but 
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in a few years they can solve weighty problems. If 
they had but considered the falling away of the 
European nations as clinical leaders and that the 
trend has been towards the West, they could only 
have seen that socialistic and governmental schemes 
wound up with poor medical help and a poorly 
equipped and mercenary, politically ridden profes- 
sion. Mencken has grasped the situation truly and 
pointed out the fallacies, while a lot of uplift minds 
catering to a moronic public through new columns, 
have told only one side of the story. 

And still we shall have to set our house in order. 
We shall have to get down to first principles, with 
fewer patients going to palace hotels for care, fewer 
laboratory and expensive diagnoses, which not only 
mean laziness, but perhaps ignorance of clinical facts. 
There should be less catering to specialties by both 
the physician and the public, less of self-made gods 
within the profession, and more of idealism, with 
patients as human beings. Were it not better to put 
forty minutes with, a patient, than to hurry him 
through and add a perhaps unnecessary laboratory ex- 
pense—‘“‘put him through the clinic,” as it were, and 
add expense all along the way? A profession who 
would do this could withstand any challenge. 

“For this is true. Doubtless God, in His infinite 
wisdom, could have made a better man than a doc- 
tor, but doubtless He never did.” 





ORAL ADMINISTRATION OF 
POLLEN EXTRACTS, HAY-FE- 
VER AND ASTHMA THERAPY 


(Preliminary report ) 





EUGENE A. GATTERDAM, Jr., M. D. 
. Phoenix, Arizona. 





(Read before the Forty-second Annual Meeting 
of the Arizona State Medical Association, held at 
Tucson, April 20-22, 1933.) 





Desensitization by oral administration of offend- 
ing allergens has undoubtedly been used, in some 
form or other, by the lai:y for years. It is well 
known, in this section of the country, that the old 
settlers often chewed the dried leaves of the ivy 
plant for relief of ivy dermatitis. Commercial firms 
have subsequently produced an oral extract of poison 
ivy which has proved effective in therapy. 

While working with pollens, it occurred to me 
that oral administration of concentrated pollen ex- 
tracts might prove of value in the treatment of hay- 
fever. A nurse who has suffered so severely from 
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Bermuda-grass pollen that she was forced to leave 
Phoenix during part of each summer for years, con- 
sented to try this form of treatment. A three per 
cent Bermuda extract was made in a phosphate glycer- 
ol solution .nd treatment was begun about the first 
of April, 1932. The dosage at the beginning was 
low for fear of a gastric upset. She began with 
three drops in a quarter of a glass of water three 
times a day before meals. No ill effects were noted 
and the dosage was gradually increased until she was 
taking 15 to 20 drops. She was symptom free even 
after the Bermuda season was well advanced. She 
then found that only 5 to 10 drops every other day 
was sufficient to keep her relieved. Occasionally she 
would forget and go a longer period and would de- 
velop symptoms. At such a time a single oral dose 
of 15 to 20 drops. would give her relief in 15 or 20 
minutes. This seemed incredibe, bit other hay-fever 
and even asthmatic patients reported similar results. 
After about two and one half months’ treatment, 
during which she had taken about 21% ounces of the 
extract, she did not require any more medication for 
the rest of the season. So far this year she has been 
entirely symptom free without treatment, even 
chough Bermuda grass is pollinating quite profusely 
at this time. Another patient who was bedridden 
from advanced tuberculosis and who, in addition, 
suffered severely from Bermuda, was also placed on 
the oral treatment. She obtained nearly one hundred 
per cent relief and continued taking the extract dur- 
ing the season, with excellent results. 

With these two patients as a nucleus, eleven other 
patients sensitive to Burmuda pollen were placed on 
oral administration. They had been having symptoms 
from one to three months. Six of these were taking 
intraderm-| injections at the same time. Three of 
these six obtained only partial relief with the oral ex- 
tract, but did not require as many injections as usual 
to develop immunity. The other three experienced no 
added relief. The remaining five took only the oral 
treatment. Two of these did not obtain any marked 
relief, but the other three obtained from 75 to 90 
per cent relief. One of these, a female, who had been 
having severe symptoms for about three months, stat- 
ed that she carried a small vial of the extract in her 
purse, and if symptoms developed when away from 
home she could take 5 to 10 drops in water and ob- 
tain relief in about 15 minutes. A young man sensi- 
tive to Bermuda was exceptionally miserable when 
working about alfalfa; he obtained relief, but the 


dosage had to be increased to 30 drops. Five of the 


patients who did not obtain relief last year started 
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the oral administration pre-seasonally this year, and 
thus far have not required any other form of treat- 
ment. 

In only one of the standard books on allergy was 
any reference found relating to oral administration 
of pollen extracts, and that was in “Asthma and 
Hay-Fever in Theory and Practice,” by Coca, Wal- 
zer, and Thommen. They report that Touart’ used 
it in 1922, Thommen’® in 1923 used it in one case 
sensitive to ragweed, with 90 to 95 per cent relief 
from his hay-fever and entire relief from asthma. 
Black* treated a number of cases in 1928 with most 
gratifying results. 

Spring hay-fever in Central Arizona presents a 
more or less complicated problem because of the 
numerous causative factors and the overlapping of 
their pollination periods. Cottonwood is the first to 
make its appearance, early in February, and before 
its pollination is over ash is producing quantities of 
pollen. In March the rabbit bush (Franseria del- 
toides) and the desert ragweed (Franseria Dumosa) 
are heavy pollinators and overlap the season of the 
ash. In addition, Hymenoclea salsola and canyon 


ragweed (Franseria ambrosioides) are a consider- 


able factor at this time. Before the seasons of these 
pollens are over, Bermuda grass makes its appearance. 
As most of the patients are multiply sensitive, the 
treatment during this time is often most difficult, 
and more or less prolonged. 

Nine patients were treated with ash extract. Only 
one of these took the treatment pre-seasonally. Be- 
cause of severe asthma exverienced in years past, she 
began about ten davs before the pollination started, 
and continued for about three weeks. She experi- 
enced most gratifying results and did not require any 
other form of treatment for relief of her asthma. 
Ash produced fairly large quantities of pollen this 
year. Of the other eicht, only one did not receive 
any relief and one experienced onlv about 60 per cent 
relief. The other six obtained from 90 to 95 per cent 
relief. Two of these had considerable asthma. One 
patient had itchine of the eves, although the nasal 
symptoms were controlled. Only one developed any 
constitutional svm»tom and that consisted of itching 
in the neck. In this latter case the dosage was re- 
duced. 

Thirteen patients suffering from the Franserias 
(rabbit bush and desert ragweed) took an extract 
made from these. Seven of them were also sensitive 
to ash and had been taking the ash extract, so took 
treatment to the above pre-seasonally. They all re- 
ported from 90 to 100 per cent relief. Of the six 
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who took it seasonally, relief was obtained in all but 
one. Due to the lack of spring rains this year, the 
desert weeds did not pollinate as profusely as in some 
years past. Eight of these thirteen patients were 
also Bermuda sensitive and took the Bermuda extract 
at the same time. One of these patients was eight- 
months pregnant and another suffered from diabetes 
mellitus. The youngest patient was five years of age 
and became negative to the intradermal test of Ber- 
muda extract (1-5000) on the pre-seasonal oral treat- 
ment. 
CONCLUSIONS 

From the results obtained in these few cases, it ap- 
pears that oral administration of pollen extracts has 
a definite place in hay-fever therapy. Pre-seasonal 
treatment gives the better results; however, relief 
may be obtained with seasonal treatment. It is pos- 
sible, in the results obtained in a few cases within a 
few minutes after taking the extract, that there is 
produced a mild gastric or intestinal mucosal reac- 
tion, which accounts for the rapid action, similar to 
thar seen with skin-testing reactions. It hardly seems 
possible that digestion and absorption would be rapid 
enough. Apparently the gastric juice does not have 
any detrimental effect on the value of the oral solu- 
tion, but further study should be done along this 
line, especially in cases where results are not obtained. 
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DISCUSSION 

DR. ORVILLE HARRY BROWN (Phoenix): Dr. 
M. D. Touart of New York, (New York Medical 
Journal and Medical Record, August 16, 1922, page 
199), referred to by the essayist, attempt-d to de- 
sensitize hay fever patients by mouth administration 
of the specific antigens. All pollens causing a 
cutaneous wheal over 0.5 cm. were regarded as of 
etiologic significance. A tablet triturate, salol coat- 
ed, containing 0.1 mgm. of the protein of each indi- 
cated pollen was administered daily on a fasting 
stomach. He began treatment, if possible, ten we-ks 
before the season began and continued up to the 
time of pojlination. Of the result he says: 

Six patients, one of whom was subject to both 
early and late types of hay fever, were treated by 
this method. One of the late types obtained complete 
reli-f; two of the early type obtained re‘ief of symp- 
toms already begun; one of the early type obtained 
relief from esthma and about seventv-five per cent 
relief of symptoms already begun. Two of the lat- 
type previouslv treated pre-seascnally by hypoder- 
mic method without relief were likewise not benr- 
fited by ingestion of the antigen. One of the late 
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type, previously partially relieved by the scasonal 
(1919) and preseasonal (1920) hypodermic treat- 
ment, obtained a delay in onset and partial relief. 

The marked difference in the effectiveness of the 
treatment of the early as compared to the late type, 
noted here, is usually observed in all forms of treat- 
ment and is no doubt due to the fact that the Aug- 
ust and September exposure is more and more pro- 
longed. I believe that insufficient doses were used 
and that a much larger amount of antigen could b- 
administered by mouth without producing any un- 
favorab’e effects. A further and more extensive 
testing of this method will be carried out in 1922. 

I searched through the Index Mrdicus both under 


title and under Touart’s name and found no other 
reference to the ingestion treatment of hay fever 
by him. He has written on other treatments of hay 
fever. Presumably he tried it further and dropped 
it. 

I found reference in 1929 to an article entitled 
“Homeopathic Treatment of Hayfever” which I 
judge may refer to the treatment by an ingestion of 
the pollen or its protein by mouth. This, however, 
was in a French journal which was not available. 

It strikes me that there might be certain, per- 
haps many, cases in which an immunization by an 
inges‘ion of the pollen proteins might well be at- 
tempted. We all know how patients are prone to 
wait until symptoms develop before starting treat- 
mnt for anything. Even we physicians procrasti- 
nate about our own diseases. I can really see an ex- 
cuse for Dr. Gatterdam’s method. 

As a general proposition allergic subjects are 
poorly supplied with digestive acid and ferments 
and hence a protein administered by mouth, espe- 
cially if coated so as to pass into the duodenum be- 
fore digestion of it could start, would likely be par- 
tia'ly absorbed into the blood and lymph and hence 
act to desensitize if in proper dosage. I presume 
that one could readily ascertain the correct dosage 
for the ingestion method as well as for the hypoder- 
mic method. As a general rule, however, I believe 
that dosage by needle is the easier with which to be 
accurate. 

The results which Dr. Gatterdam reports certain- 
ly warrant further use of the method. I congratu- 
late the doctor upon his contribution to this per- 
plexing problem. 

DR. L. B. BALDWIN (Phoenix): Dr. Gattrrdam 
has presented a very interesting method for the 
treatment of hay fever. Theoretically, there are no 
objections to giving the pollen by mouth, since there 
is evidence that proteins may be absorbed unchanged 
from the gastro-intestinal tract, and this may also 
apply to all allergens. Walzer, by a very in‘erest- 
ing series of expcriments, showed that egg and fish 
eaten in Jarge quantities entered the circulation of 
normal individuals undigested. To demonstrate this 
fact he passively sensitized the skin of normal sub- 
jects with the atopic sera of fish and egg sensitive 
individuals, by the method of Prausnitz and Kuster. 
He then fed these normal subjects large amounts 
of raw egg and fish, and observed that after an in- 
terval of about 30 minutes, the previously sensitized 
sites gave positive skin reactions, the obvious infer- 
ence being that the protein circulating unchanged, 
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reached the sensitized sites procucing positive reac- 
tions. If this phenomenon occurs with food, it is 
possible that the same thing may also occur with pol- 
len allergens. This being the case, the m-chanism 
of alleviating hay fever by feeding pollen may be 
identical to that following the injection of pollen. 


We know that in food sensitive individuals, a tol- 
erance can be developed by feeding the offending 
substances in gradually increasing amounts, and it 
is not theore‘ically improbable that similar results 
might be obtained by this method in other types of 
hyrersensitiveness. It would be interesting experi- 
mentally to investigate this question thoroughly. 

DR. GATTERDAM (closing): This paper is in- 
tended as a preliminary report. I am sorry that cir- 
cumstances did not permit me to make a more ex- 
tensive report, which I had hoped to be able to do. 
Dr. Brown’s suggestion regarding the hypochlorhy- 
dria usually aszociated with allergic individuals may 
explain why the action of the extracts is not inhib- 
ited. In some of the cages, I instructed th~ patient 
to take about 20 grains of sodium bicarbonate along 
with the extract, on the theory that the acid of the 
stomach would be neutralized and b:tter results ob- 
tained. I also had tak n up with one of the larger 
pharmaceutical houses the problem 0‘ enteric coat- 
ing capsules but was advised against it, as the ge!a- 
tine capsules would be dissolved. It is also possible 
that digestion of the extrac’s i; essential and that 
their action may be increased by proper digestion. 
Dr. Brown’s enthusiasm for this form of therapy is 
certain!y appreciated. 

‘Regarding the dosag2, as asked by Dr. Wilson, this 
varied with thc patients and was left up to them 
in many cases. I usually instruct patients to begin 
with 5 or 10 drops in about one-quarter of a glass 
of water, to be taken in the morning before break- 
fast and at night when retiring. The drops are in- 
creased by 2 each day until 15 to 30 drops are tak- 
en. If symptoms develop between doses, they can 
take additional doses, during the day or night. Re- 
actions were more or less absent. On~ patient re- 
ported that he developed attacks of sneezing in about 
20 minutes after each dose; another developed itch- 
ing of the neck. One patient, my own son, aged 5 
years, was able to take 30 drops of ash extract with- 
out any reaction. In one case not reported, pre-sea- 
sonal subcutaneous injections of ash extract were 
given and the dose was increased up to 0.6 cc. of a 
1 to 50 dilution. At one time when a few symptoms 
developed he took about two drachms, well diluted, 
by mouth. In about one-half hour there developed a 
quite severe urticaria of both legs and swelling of 
both legs and swelling of the ankles. This subsided 
shortly after taking ephedrine by mouth. 

The work cited by Dr. Baldwin is extremely inter- 
esting and it would certainly be of value to se~ if 
oral medication would produce a reaction where a 
paszive transfer had been made. The question of a 
protein being the entire factor in these extracts is 
still disputed. After removal of the proteins by di- 
alysis, it has been shown there still remains a sub- 
stance that gives a positive reaction with skin tests. 
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ALUM TOXOID 

It has been fairly well established that two doses 
of diphtheria toxoid are roughly equivalent in im- 
munizing value to three doses of toxin-antitoxin. 
There is now strong evidence to justify the further 
conclusion that the alum precipitate of toxin is a 
preparation of still greater immunizing value, so that 
a single dose of alum toxoid may be considered equiv- 
alent to three doses of toxin-antitoxin or to two 
doses of Ramon’s toxoid. 

It was from A. T. Glenny and his associates that 
Ramon got the idea of using formalin to prepare 
toxoid. The newer precipitated toxoid may also be 
said to derive from the work of Glenny, Pope, Wad- 
dington and Wallace’ in 1926, although Roux and 
Yersin used salts of calcium and aluminum for pre- 
cipitating toxin as far back as 1889. 

A. T. Glenny, and his fellow workers in the Well- 
come research laboratories, at first merely added alum 
to the diphtheria toxin without separation of the 
precipitate. Glenny and Barr’ in 1931 worked out 
the conditions under which a precipitate of maxi- 
mum purity can be obtained. M. L. Smith’ in 1932 
prepared precipitates by salts of most metals having 
insoluble hydroxides, by some prosphates and by 
various gelatinous precipitates, though no method is 
preferred by her to the alum precipitation. She con- 
cludes that the toxoid is absorbed on the gelatinous 
precipitate. 

In the meantime the high antigenic value of the 
precipitated toxoid was being confirmed in labora- 
tory animals, by various workers. For example, Wells, 
Graham and Havens" found that a single injection 
of 0.5 cc. alum toxoid protected pigs against large 
amounts of toxin—even doses of 100 M. L. D.—in- 
jected only four weeks after the immunizing dose. 
The explanation of this high immunizing value lies, 
probably, in the relative insolubility of the antigen. 
The antigen is thus conserved longer in the body 
and little, if any, is lost by excretion. It must be 
noted that, whereas the action of the antigen is rel- 
atively prolonged, the development of immunity is 
relatively rapid. 

The crucial experiment is, of course, the applica- 
tion of the new antigen to the immunization of 
children. Encouraging results were reported last 
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year by Park and Schroder’, and by Wells, Graham 
and Havens’. The numbers involved in these re- 
ports were not large, however. More recently there 
have appeared two papers in which alum toxoid has 
been used on a larger scale, with results which appear 
cqually good. Saunders’ records the immunization of 
436 children with alum toxoid during a diphtheria 
epidemic in Cork. His paper would be more inter- 
esting if he had told something of the technic of im- 
munization and if a larger proportion of the 436 
children had subsequently taken the Schick test. 
However, he may be said to have proved that his 
alum toxoid gave a better immunity than his toxin- 
antitoxin and that the immunity with the former 
agent was more rapidly developed. He records that 
reactions were not more severe with the newer anti- 
gen. Graham, Murphree and Gill’ used a single in- 
jection of alum toxoid in immunization of 798 chil- 
dren. Of these, 613 were subsequently tested with 
the Schick test and 96.6 per cent were found to be 
negative. The original immunity status of these 
children was unknown, but 72 per cent were of pre- 
school age. 


The importance of an antigen which will result 
in such a high proportion of immunity after a sin- 
gle dose is immediately apparent to those of us who 
live in the Southwest and often have to travel more 
than 100 miles to give a toxoid clinic in a rural 
school. Alum toxoid, however, has other advantages 
and especially the advantage that immunity is devel- 
oped by it at least four times as fast as by toxin- 
antitoxin. Since the antigen is a highly purified 
toxoid, one would expect less severe reactions from 
its administration. The evidence so far obtainable 
seems to show that reactions are at least not more 
severe than with the old toxin-antitoxin. Alum 
toxoid can be readily standardized and it should be 
possible to produce it commercially at a very reason- 
able cost. 
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AN INTERESTING KIDNEY 


Diagnostic Discussions 





(Case No. 14143, from Case Records of the Mas- 
sachusetts General Hospital, discussed by Phoenix 
Clinical Club, May 8th, 1933.) 


CASE RECORD 


Male, 57 years old, came in complaining of short- 
ness OL oreacn for two years and vomivlng ior three 
weeks. 

Seven years before admission he had a right in- 
guinai nernia repair to.lowed by attacks of midepi- 
gastiic pain which came on usually nalf an hour to 
an hour aftcr mea.s. It was often reiieved by food 
or soca. He often vomited with it. He sometimes 
would go for two months without an aitack. Five 
years betore admission he had pneumonia followed 
by dyspnea on exe.tion and some weakness when he 
triea to do anything. He had also a siight non- 
radiating chest pain localized over his precordium. 
This had gradually increased and occurred more 
trequently when he exerted himself. Two years be- 
fore the onset he had a rather severe occipital head- 
ache, coming on in the evening. The following morn- 
ing he was hard to arouse. He was fairly well 
oriented but scarcely recognized his family. He was 
said to have had a shock, but no residual paralysis 
was noticed. Ever since that time, however, his per- 
sonality had been altcred, his memory poor, and he 
had had nocturia increasing from 0 to 12 times at 
night. During the past two months he had had in- 
creasing dyspnea on exertion, orthopnea, and the 
sense of constriction in his chest had been consid- 
erably worse. For threc weeks he had vomited after 
almost every meal. He gave no history of swelling 
of the ankles. 

His mother died of dropsy at the age of fifty-six. 

He gave a past history of pneumonia at the age 
of 14 and again five years before admission. He had 
had some weight loss recently. 

Examination showed a fairly well nourished man 
with dyspnea, some orthopnea and marked Cheyne- 
Stokes respiration. The face, lips and hands were 
slightly cyanotic. The rest of the skin showed ex- 
coriations. There were dental snags and poor oral 
hygiene. The tongue was dry. The chest was barrel 
shaped, particularly at the base. There was poor 
chest expansion. Thcre was slight dorsal kyphosis. 
The apex impulse of the heart was felt 11 cm. to the 
left of midline. The sounds were of poor quality. 
There was an occasional extrasysto!e. The B. P. 
was 260/130 on admission. An elcctrocardiogram 
showed normal hythm, rate 70, marked left axis 
deviation. He had some dullness in his right base 
suggesting fluid. There were congestive rales at 
both bases, and some ankle edema. There was some 


bulging in the flanks; it was thought that he might 


have fluid in his peritoneal cavity. In the right up- 
per quadrant three to four finger-breadths below the 
costal margin there was resistance to palpation and 
dul'ness to percussion. No edge was felt. He had a 
right scrotal hernia; the left inguinal ring was also 
enlarged. There was pitting edema almost up to his 
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knees. The arterics of the fundi showed moderate 
sclerosis. 


The blood showed 3,500,000 red cells, hemoglobin 
80 per cent, 15,000 white cells. The differentiai 
count showed slight increase in polys. The urine 
showed a specific gravity of: 1012, a slight trace of 
albumin, rare red cells, and occasional granular and 
hyaline casts in the sediment. A Hinton test was 
negative. The NPN was 80 mgm. The serum pro- 
tein was 5 pcr cent. The NPN rose gradually to 92 
and 102 and finally just before death dropped to 87. 
The specific gravity of the urine by concentration 
ranged from 1008 to 1010. A renal function test 
with phthalein showed only 5 per cent in the whole 
hour. Therc were no other very significant labora- 
tory procedures except the white cell count, which 
varied from 11,000 to 16,000. One stool examina- 
tion showed a negative guaiac. 

On admission he was somewhat difficult to arouse. 
He went along for a werk and a half without any 
marked changes except that he gradually became 
more unresponsive. Finally he became quite dysp- 
neic and entirely unresponsive and died fifteen days 
after admission. 

Discussion by Dr. Frank J. Milloy. 

Probably the first symptoms of this patient’s very 
interesting and complete past history, which had 
any bearing on the terminal condition, were the oc- 
cipital headaches. Headaches coming on at this age 
are more likely to be due to arteriosclerosis than 
anything else. When arteriosclerosis makes its pres- 
ence felt by any scvere symptoms, then it is a race 
between three terminal conditions to see which will 
prove the fatal one; namely, nephritis, hypertensive 
heart discase or cerebral hemorrhage. This patint 
did not have any massive cercbral insult from hem- 
orrhage but he may have had minute hemorrhages 
at times. But it evidently was a nice race between 
the kidncys and the heart to see which would carry 
the patient off first, and indications are that the 
kidneys predominated in the picture. He had the 
first symptoms of a failing myocardium during his 
convalescence from pneumonia five years before the 
terminal illness. 


But the terminal picture of a man gradually sink- 
ing into coma, B. P. 260/130, moderate secondary 
anemia, N. P. N. of 80 rising to 102, fixed specific 
gravity of the urinc, low renal function, is a clear 
picture of arteriosclerotic nephritis with terminal 
uremia. It is a safe prediction that the kidneys 
will be small and contracted to about half their 
normal size. His digestive attacks were probably 
due to chronic gall-bladdcr disease. 


Discussion by Dr. L. B. Baldwin. 

This case is obviously one of chronic nephritis 
with a terminal depressed renal function and car- 
diac decompensation. As in most cases of chronic 
nephritis with nitrogen retcntion, it is impossible 
without an intimate knowledge of the course of the 
disease to differentiate chronic glomerular from 
hypertensive nephritis. The ultimate clinical pic- 


ture in the two types is often almost identical. The 
patient was 57 years old, which in itself is in favor 
of the diagnosis of essential hypertension, for it is 
rare to encounter glomerulonephritis after the early 
40’s. 


His blood pressure was also extremely high 
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for glomerulonephritis, though it may occasionally 
reach very high figures in this disease. 


The history is rather int-resting. He was appar- 
ently in good health up to seven years before admis- 
sion. At that time, he had an inguinal hernia repair 
followed by epigastric pain, characteristic of a pep- 
tic ulcer. It is not likely, at this early stage in his 
morbid career, that the attacks of pain were due to 
beginning cardiac decompensation. ‘The symptoms 
were also not characteristic of congestive heart fail- 
ure, in that they were relieved by eating and by 
soda, and in that there were frec intervals of two 
months at a time. Without further information, it 
is impossible to state accurately the nature of the 
pain. The present illness can really only be traced 
back five years to the time that he had pneumonia. 
Ever since then he had been short of breath upon 
exertion and had a dull precordial pain. It is curi- 
ous how often an acute infection precipitates cardi- 
ac decompensation, and hence attracts attention to 
a damaged heart. Examination at this time, would 
no doubt have revealed an enlarged heart with 
rather poor heart sounds. 


In the symptoms we have another point in favor 
of long standing essential hypertension resulting in 
cardiac dilatation, hypertrophy, and myocardial 
weakness. The disease progressed and two years 
before admission he had cerebral accident. If there 
were no residual paralyses following this attack, the 
condition was probably due to arteriosclerosis of the 
cerebral vesscls and not to a massive hemorrhage. 
There is nothing in the history to suggest any other 
brain condition to account for this attack. The 
subsequent altered personality and poor memory are 
in keeping with the diagnosis of cerebral arterio- 
sclerosis. Now we have for the first timc, two years 
before admission, an indication of renal disease. He 
began having increasing nocturia. The disease ad- 
vanced to its termination in a slow, relentless man- 
ner and at his entrance into the hospital, he was 
obviously suffering from both cardiac and renal de- 
compensation. 

Examination is entirely in keeping with the clin- 
ical course. The patient was in considerable cir- 
culatory distress. In addition, he showed evidences 
of uremia and the excoriations of the skin were 
obviou:ly due to scratching from pruritus which is 
@ common symptom of nitrogen retention. 

It is interesting that, in spite of marked dyspnea, 
enlargement of the heart, dependent edema and 
othcr signs of cardiac decompensation, the blood 
pressure was so high. I had a similar case recently 
which, in spite of marked heart failure with ana- 
garca, had a blood pressure of well over 200. This 
patient improved strikingly under digitalis but the 
blood pressure did not become higher as one would 
expect with clinical improvement. It is apparently 
possible for the heart to maintain very high pres- 
sure without being able to meet its circulatory needs. 
There must be a striking showing of the blood flow 
in these cases, and theoretically, the optimum blood 
pressure must b~ at extremely high figures. 

To return to the present case, the laboratory data 
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showed only a moderate secondary anemia which is 
more in keeping with the nephritis of essential hy- 
pertension than that of primary involvement of the 
glomeruli. There was a moderate leukocytosis 
which might be dependent upon congestive pneu- 
monia. There was no evidence of pericarditis in 
this case, which is a common terminal event in 
uremia. The N. P. N. urinalysis, P. S. P. test, and 
the concentration test, all indicated a markedly de- 
pressed kidney function. 

Here we have a patient slowly marching towards 
death with two organs competing to see which one 
would attach the final seal. The heart did more 
than its share to undermine the health and comfort 
of the patient, but it was the kidneys which came 
conspicuously to the foreground in the terminal 
picture and with greater consideration for his com- 
fort, but relentlessly nevertheless, lulled him into a 
terminal uremic stupor. 

Discussion by Dr. J. D. Hamer. 

Signs and symptoms of failing heart and kidney 
function were prescnt in this patient when he en- 
tered the hospital, and as a terminal phase of the 
case I am inclined to think the kidneys were more 
at fault than the heart. Studying more in detail 
the findings as given, we find a patient with a bar- 
rel shaped chest, dorsal kyphosis, dyspnea, and poor 
chest expansion. We have no history as to previ- 
ous contributing causes for an emphysema, unless 
the attacks of pneumonia in some way left residual 
pathological conditions. Such conditions as bron- 
chiectasis, with chronic cough, asthma, and _ so 
forth, if prcsent, could in time produce emphysema 
indirectly, but we do not know that this was the 
case here. He may have emphysema, however; the 
conformation of the chest is highly suggestive and 
if so, it would be another factor in helping to pro- 
duce heart failure sooner than otherwise. Another 
factor in favor of enlarged heart is emphysema, 
but we have ample reasons for cardiac hypertrophy 
in this case without blaming it on emphysema. 

There is no history for rhcumatism, syphilis, valv- 
ular defects, or other causes of this cardiac enlarge- 
ment, except the one named above, and, in addition, 
hypertension, arteriosclerosis and nephritis. At the 
time of admission the heart is failing with signs and 
symptoms of an improper water balance through 
imperfect kidney elimination. The lower limbs, ab- 
domen and chest have edema and fluid in them.Hy- 
pertension is present to a marked degree, due partly 
I believe to a degenerative condition of the vascular 
system and partly to kidney failure. An elevated 
NPN, fixation of specific gravity,, a PSP of only 
5 per cent in one hour, all point to failing kidney 
function. Going back further into the history we 
can see signs of impending disaster two years previ- 
ously. Five years ago, even, warnings were being 
broadcast following his attack of pneumonia. He 
was short of breath on exertion, weak, and had 
chest pain over the precordium, increasing in se- 
verity as time went on. I suggest that, at that 
time, he was suffering from the cffects of a dis- 
abled heart, probably hypertension and partial de- 
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compensation. Two years ago he suffered occipital 
pain, followed by poor memory and altered per- 
sonality, followed by nocturia. It would be inter- 
esting to know what his urinary output was, but I 
will wager he did not eliminate much. This history 
sounds like one of hypertension with gradual ce- 
rebral changes due to cerebral anemia, or to uremia. 
and in this case perhaps to both. With a history 
of this sort, one is not surprised that he ran a 
down-hill course. 

He had, too, for the past seven years attacks of 
epigastric pain relieved by food or soda and at- 
tacks of sporadic vomiting. He may have had an 
ulcer at that time, but the history is not conclusive 
and does not carry us far enough into subsequent 
ycars to make us feel like diagnosing an ulcer at 
the time of death. The next time we hear of his 
vomiting was three weeks before death. His condi- 
tion at that time would produce vomiting without 
blaming it on an ulcer. One can only say that he 
probably had an ulecr seven years ago. 

At autopsy we would expect to find congestive 
heart failure, hypertensive-arteriosclerotic in type; 
cardiac hypertrophy and dilatation; myocardial de- 
generative changes; arteriosclerotic nephropathy 
with degenerative parenchymatous changes. 

Discussion by Dr. W. L. Reid. 

The important symptoms in the history of this 
case are: (1) The progressive dyspnea, precordia: 
pain, and weakness of five years duration, (2) the 
mental deterioration and increasing nocturia of two 
years standing, and (3) the orthopnea and vomit- 
ing for two months prior to hospitalization. 

The outstanding facts in the physical examination 
are the stuporous condition of the patient on admis- 
sion, the high systolic and diastolic blood pressure, 
the orthopnea and cyanosis, the cdema of the lower 
extremities, the unmistakable signs of passive con- 
gestion in the lungs and liver, and the sclerosis of 
the retinal arteries. 

The important laboratory findings are the fixed 
specific gravity of the urine, the extremely low re- 
nal function test with the correspondingly elevated 
NPN. 

The characteristic feature in the course of this pa- 
tient’s illness is the relatively slow but steady down- 
ward progress to the end. For he was obviously 
quite ill for several years before hc was hospitalized. 

This is the picture so often seen in the later stag- 
es of cardio-vascular-renal disease. The condition 
often begins insidiously. Thcre may be no demon- 
strable etiology. It may fcllow a prolonged or acute 
illness. Frequently the first evidence is found dur- 
ing a life insurance examination or a routine physi- 
cal check up. This evidence may be in the form.of a 
moderate hypertension, or a slight albuminuria with 
a few casts in the urine, or a slight sclerosis of the 
retinal vessels discovered during the course of an 
eye examination. In its early phases the symptoms 
are often absent, and at best are vague and in- 
definite—perhaps hardly more than a sense of re- 
duced well-being. The patient remarks that he does 
not feel quite up to par. However, as the disease 
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progresses the blood supply to various organs and 
tissues is compromised by the development of sec- 
ondary arteriosclerosis in the smaller arteries and 
arterioles, which in turn is followed by disturbances 
in function of the organs involved. Cardiovascular 
symptoms are common and are often the first to ap- 
pear. The systolic pressure is often high (250) and 
the diastolic is also correspondingly elevated. The 
blood vessels usually show demonstrable changes. 
As time goes on evidences-of myocardial insuffi- 
ciency are manifested, with dyspnea, edema, and 
chronic passive congestion of the viscera. The dysp- 
nea is often quite marked. It may be more or less 
constant, or of the paroxysmal type which is espe- 
cially distressing. Toward the end the breathing of- 
ten becomes the Cheyne-Stokes type with or with- 
out evidence of circulatory failure. 

In the early stages there may be no symptoms ref- 
erable to the central nervous system, but as the 
discase progresses the patient complains of head- 
ache, tinnitus or vertigo; he becomes irritable, emo- 
tionally unstable and cannot think clearly. His per- 
sonality may be completely altered. His memory be- 
comes poor and he is likely to have transient paresis 
or momentary aphasis. Such attacks may be explain- 
ed on the basis of vascular spasm, local edema, or 
multiple small hemorrhages in the cerebral cortex. 
Periods of coma, or convulsive seizurcs may occur, 
and not infrequently death results from apoplexy. 

This wide-spread disease also involves the kidneys, 
and, in the late stages, to a marked degrce. Chris- 
tian states that in the advanced stage such a kid- 
ney may be so changed by the sclerosis of the small 
vessels supplying this organ, that it is difficult to 
differentiate it from the contracted kidney of a true 
nephritis. 

This patient unquestionably suffered for many 
months from severe damage to heart, b!ood vessels, 
brain, and kidneys before the end came. The exact 
sequence of events and cause of death is obviously a 
debatable question. However, judging from the his- 
tory the cardiac damage appeared first as mani- 
fested by dyspnea, precordial pain and weakness. 
This may have resulted directly from the pneumonia 
or from a pre-existing hypertension, or both. How- 
ever, it gradually incrcased for three years before 
we find additional symptoms (namely, increasing 
nocturia and evidence of cerebral arteriosclerosis) 
appearing. This is the first evidence we have of 
renal involvement. It has becn repeatedly demon- 
strated that many cases of essential hypertension 
live for years with perfectly adequate renal func- 
tion. But it is also a fact that a cardiac breakdown, 
arteriosclerosis or an acute infection often brings 
about an carly renal decompensation. And there is 
little doubt that this patient was the victim of these 
three conditions and that a severe renal insuffi- 
ciency resulted. 

The diagnosis then is chronic progressive cardio- 
vascular-renal disease manifested by (1) essential 
hypertension, (2) generalized arteriosclerosis with 
marked cerebral involvement, (3) hypertensive car- 
dio-sclerosis with myocardial failure, (4) arterio- 
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sclerotic nephritis with marked renal insufficiency 
(5) passive congestion of lungs and abdominal vis- 
cera, (6) he also had a recurrent right inguinal 
hernia. 
Pathologic Discussion by Dr. Mallory, 
Boston, Mass. 
ANATOMIC DIAGNOSIS 

Polycystic kidneys. 

Cardiac hypertrophy, left ventricle. 

Bronchopneumonia. 

Purulent bronchitis and tracheitis. 

Multiple cysts of the liver. 

Hemangiomata of the liver. 

Accessory pancreatic tissue. 

Gastric ulcer, healed. 

We have a perfect clinical picture of a small con- 
tracted kidney, yet the kidneys we found at autopsy 
weighed about 1,000 grams and were obviously poly- 
cystic kidneys. 

The liver according to our measurement was at 
the costal border, so that the mass felt in the right 
upper quadrant was probably the right kidney. We 
found nothing else to explain it. We have had an 
unusual number of these cases this year. This is 
the fcurth. One will often go five years betwecn 
cases in a hospital of this sort. 

A PHYSICIAN: Was there anything in the data 
suggesting the diagnosis now that you know what 
it was? 

There was absolutely nothing to suggest the diag- 

(Continued on page 210) 





THE NEW MEXICO MEDICAL 
SOCIETY 


Notes of the Fifty-first Annual Session, 
Roswell, N. M., May 18-20, 1933. 








The Reception Committee, composed of Dr. G. W. 
Griswold, president; Dr. C. F. Beeson, secretary; 
and members of the Chaves County Medical Society, 
as also the Committee on Entertainment, comprised 
of Dr. L. W. Johnson, chairman; Dr. W. N. Worth- 
ington; Dr. R. D. Haire and Dr. E. K. Westhafer, 
rendered gallant and valorous service in greeting 
and entertaining the visiting physicians, escorting 
them to places of interest, and furnishing the brand 
of hospitality for which Roswell has long been noted. 
They richly deserved the commendations tendered 
in a resolution adopted by the Society at the gener- 
al session. 

A feature of the entertainment was a special drill 
rendered by the cadets of the New Mexico Military 
Institute. The drill compared favorably with those 
given for the War Department inspectors and dis- 
played the high caliber of military training for 
which the Institute is so justly famed. 

Those who “blew the smoke away” at the smoker 
held at th- Country Club Thursday night seemed to 
thoroughly enjoy the speeches and games which 
added to the merriment of the occasion. 

The dinner dance at the Country Club Friday 
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night was another gala affair, when entertained by 
a special orchestra the physicians and their ladies 
danced away dull care between courses and regaled 
the inner man between dances. The music, the 
decorations, the excellent repast, and a joyous 
crowd, which managed to maintain gravity during 
the rendition of the scientific program, which was 
a part of the card, all tended to a delightful eve- 
ning. 

The election of officers resulted in: 

President-elect, Dr. C. F. Milligan, Clayton. 

Vice-president, Dr. W. A. Gekler, Albuquerque. 

Secretary-Treasurrr, Dr. L. B. Cohenour, Albu- 
querque, (re-elected). 

Councilors, (three years), Dr. W. T. Joyner, Ros- 
well; Dr H. A. Miller, Clovis. 

Board of Managers, Southweztern Medicine (rc- 
elec‘ed), Dr. A. B. Stewart, Albuquerque; Dr. P. 
G. Cornish, Albuquerque. 

Meeting place for 1934, Las Vegas, N. M. 

Important Business Transacted 

(1) Central Committce on Cancer Control Work 
appointed by president: 

Dr. J. H. Van Atta, Albuquerque, (chairman), 
three years; Dr. J. W. Hannet‘, Albuquerque, three 
years; Dr. L. S. Peters, Albuquerque, one year; Dr. 
R. O. Brown, Santa Fe, three years; Dr. H. A In- 
galls, Roswell, two years 

(2) Resolutions passed: 

“The New Mexico Medical Society in recognition 
cf th- Woman’s Auxiliary to the American Medi- 
cal Association and of certain local auxiliaries al- 
ready organized in New Mexico, do hereby approve 
the organization of a Woman’s Auxiliary to the 
New Mexico Medical Society and request the outgo- 
ing president, Dr. F. D. Vickers, and the incoming 
president, Dr. H. A. Ingalls, to appoint a temporary 
president and secretary-treasurer to serve until a 
permanent state auxiliary is organized.” 

“The New Mexico Medical Society urges repeal 
of the Amendment 18 of the Federal Constitution 
and Article 23, of the State Constitution, at the 
clecticn September 19, 1933.” 

“The New Mexico Medical Society endorses the 
project of a health survey in New Mcxico.’ 

“Vote of sincere thanks be ext2nded to the Chaves 
County Medical Society, the Women’s Auxiliary, the 
City of Roswell, the New Mexico Military Institute, 
the Elks’ Club, and various organizations which have 
contributed for the hospitality and entertainmen‘*, 
thus promoting the success of this meeting.” 

“The New Mexico Medical Society notes with sin- 
cere sorrow and regret the death during the past 
year of: 


Dr. P. G. Cornish, Albuquerque, 
Dr. A. C. Grimes, Clayton, 

Dr. H. E. Whiteacre, Tularosa, 
Dr. A. H. Vogt, Albuquerque, 
Dr. William E. Goodsll, Roswell, 
Dr. H. M. Smith, Las Vegas, 

Dr. E. M. Fisher, Roswell, 
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and hereby deplores the loss to the profession in the 
death of these honored physicians, and expresses 
the sincere sympathy of the Society to the bereaved 
families.” 


Those registering were: 
Balyeat, Ray M., Oklahoma City, Okla. 
Beeson, C. F., and wife, Roswell, N. M. 
Bohan, Peter T., Kansas City, Mo. 
Bradley, R. L., and wife, Roswell, N. M. 
Brown, Robert O., and wife, Santa Fe, N. M. 
Buchanan, L. C. G., Clovis, N. M. 
Buchly, W. C., and wife, Roswell, N. M. 
Butler, R. L., and wife, Clovis, N. M. 
Cathcart, J. W., wife and daughter, El Paso, Texas. 
Cohenour, L. B., Albuquerque, N. M. 3 
Crail, F. H., Las Vegas, N. M. 
Culpepper, M. B., Carlsbad, N. M. 
Dixon, C. F., Rochester, Minn. 
Duncan, R. A., Amarillo, Texas. 
Dutton, L. C., El Paso, Texas. 
Epler, Crum, Pueblo, Colo. 
Evans, A. J., Elida, N. M. 
Fall, H. V., and wife, Roswell, N. M. 
Fiske, E. W., and wife, Santa Fe, N. M. 
Gekler, W. A., Albuquerque, N. M. 
Gellenthien, C. H., Valmora, N. M. 
Glazier, F. M., Carlsbad, N. M. 
Goodwin, Frank C., El Paso, Texas 
Griswold, G. W., and wife, Roswell, N. M. 
Guttman, M. Reese, Chicago, III. 
Haire, R. D., Roswell. N. M. 
Hart, C. S., Dawson, N. M. 
Hendrick, J. W., Amarillo, Texas 
Homan, Robert B., El Paso, Texas 
Horwitz, A. P., Roswell, N. M. 
Ingalls, H. A., and wife, Roswell, N. M. 
Johnson, L. W., and wife, Roswell, N. M. 
Jones, George, and wife, Clovis, N. M. 
Joyner, W. T., Roswell, N. M. 
Kirby, J. L., and wife, Carlsbad, N. M. 
Lathrop, A. S., and wife, Santa Fe, N. M. 
Lemmon, J. P., Amarillo, Texas 
Lovelace, H. R., Albuquerque, N. M. 
MacWhorter, J. H., El Paso, Texas 
McClane, J E., and wife. Roswell, N. M. 
McBride, Ear] D., Oklahoma City, Okla. 
McDaniel, A. A., Lovington, N. M. 
Miller, C. A., Las Cruces, N. M. 
Miller, H. A., and wife, Clovis, N. M. 
Milligan, C.F., and wife, Clayton, N. M. 
Moore, John T., and wife, Houston, Texas 
Moire, W. T., Las Vegas, N. M 
Multhauf, A. W., El Paso, Texas 
Phillips, William W., and wife, Roswell, N. M. 
Presley, T. E., and wife, Clovis, N. M. 
Puckett, O. E., Carlsbad, N. M. 
Rawlings, J. Mott, El Paso, Texas 
Shelmire, Bedford, and wife, Dallas, Texas 
Stealy, C. L., San Diego, Cal. 
Steel, J. A., and wife, Hatch, N. M. 
Stewar‘, A . B., and wife, Albuquerque, N. M. 
Stroup, H. A., and wife, Artesia, N. M. 
Stump, P. M., and wife, Winslow, Ariz. 
Swearingen, D. D., and wife, Roswell, N. M. 
Swope, S. D., El Paso, Texas 
Thomas, John Wix, Phoenix, Ariz. 
Vance, James, E] Paso, Texas 
Vickers, F. D., Deming, N. M. 
Von Wedel, Curt, Oklahoma City, Okla. 
Watkins, W. Warner, Phoenix, Ariz. 
Werley, G., and wife, E] Paso, Texas 
Westhafer, E. K., and wife, Roswell, N. M. 
Williams, J. P., and wife, Roswell, N. M. 
Womack, C. L., Artesia, N. M. 


Worthington, W. N., and wife, Roswell, N. M. 
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This is our first appearance in Southwestern Med- 
icine and are we proud to be here? WE ARE. 


The month of May, besides bringing us spring 
days, flowers, and memories, brought us a most in- 
teresting letter from our National President and the 
came News Bulletin from our National Press and 
Publicity Chairman brings us information regarding 
Unexpected Favors at Milwaukee, June 12 to 16. 
As we read page four of this News Letter it makes 
us wish for the Fairy Godmother to call our coach 
and whirl us to that convention city to enjoy the 
social activities and absorb the valuable knowledge 
of disseminating health news to our husbands’ pub- 
lic. We are proud that our Auxiliary will be so well 
reprecented at the Milwaukee Convention by our 
own President, Mrs. C. R. Swackhamer, National 
Board member; Mrs. C. E. Patterson, Tucson, our 
elected delegate and our elected alternate, Mrs. W. 
A. Schwartz, of Phoenix. 


Then May bestowed upon us another favor—a visit 
and interesting message by our efficient National 
Auxiliary President, Mrs. James F. Percy. She poured 
out to us such valuable knowledge as the reason for 
an auxiliary to every medical society, the value of 
every-day health laws—milk laws, quarantine laws 
—and numerous suggestions on how the Women’s 
Auxiliaries may become actual helping bodies to our 
husbands’ profession. The officers, past and present, 
of the Arizona Auxiliary, honored Mrs. Percy at a 


luncheon at the Westward Ho, presented her with 
a gavel made of cactus and ironwood, and received 
her assurance that she would use it in opening the 
Milwaukee Convention. We regret that Mrs. Percy’s 
visit was so short and also regret that not every 
member can be present when this gavel is used in 
calling this convention to order. 

Pima County’s activities received mention in the 
May News Letter. Be sure to read and file your May 
A. M. A. Bulletin; it contains something that every 
auxiliary-minded doctor’s wife should read. 

Our next article will contain news of the con- 
vention by our representatives there, and will be 
published as soon as possible after the adjournment. 

The officers of the Woman’s Auxiliary to the 
Arizona State Medical Association are: Mrs. C. R. 
Swackhamer, Superior, President; Mrs. J. M. Greer, 
Phoenix, President-elect; Mrs. C. C. Craig, Phoenix, 
Recording Secretary; Mrs. O. W. Thoeny, Phoenix, 
Corresponding Secretary; and Mrs. W. A. Schwartz, 
Phoenix, Treasurer. 





THE COSTS OF DRUGS 





In this issue* there is a review of the annual pub- 
lication of the Council on Pharmacy and Chemistry 
of the American Medical Association, “New and 
Nonofficial Remedies.” Coincidently there has come 
to our desk the March issue of The New Jersey Jour- 
nal of Pharmacy which contains material that every 
physician could read with profit. The pharmacists 
of New Jersey are appealing to the physicians to keep 
down the cost of drugs by writing prescriptions 
calling for the U. S. P. or N. F. products, instead of 
having their patients pay several hundred per cent 
extra simply to get the same product under a fancy 





| ot 


AAA 


i A el 





JUNE, 1933 


name. For example the “Diga” family will fill a 
whole shelf of a prescription pharmacy, with such 
names as Digitan, Digital, Digalen, Digafoline, Digi- 
taline, Digitaligen, Digitalis, Dispert, Digitax, Digi- 
fortis, Digiglucine, Digitalone, Digitol,—not one of 
which can furnish anything more than the thera- 
peutic activity of U. S. P. Digitalis, Tincture Digi- 
talis and Infusion Digitalis. The Ephedrine aliases 
sound like a new college yell,—Ephedraline, Ephe- 
drinol, Ephedrol, Ephinaria, Ephital, Ephremel, Ephe- 
tonin, Ephrine, Ephidermol. Disregard all these and 
prescribe either “ephedrine sulphate” or “ephedrine 
hydrochloride” and the percentage strength in wa- 
ter or oil; the result will be exactly the same with a 
seventy-five per cent saving to your patient. 

The barbiturate racket is one of the best exam- 
ples of the high cost of proprietary names; striking 
examples are the following: 

Barbital, when called Veronal, costs 360 per cent 
more. 

Phenobarbital, when called Luminal, costs 340 
per cent more. 

Acetyl-salicylic acid, when called Aspirin, costs 
252 per cent more. 

Theobromine Sodio-salicylate, when called Diure- 
tin, costs 430 per cent more. 

Methanamine, when called Urotropin, costs 300 
per cent more. 

Potassium Guaiacol Sulphonate, when called Thio- 
col, costs 479 per cent more. 

Theophylin, when called Theocin, costs 203 per 
cent more. 

Cincophen, when called Atophan, costs 643 per 
cent more. 

Elixir phenobarbital, when called Elixir Luminal, 
costs $525 per cent more. 

These illustrations are sufficient to show the nec- 
essity for care in writing prescriptions. By confin- 
ing prescriptions to the U. S. P. and N. F. products 
the cost to the patient will be kept at a minimum 
-nd no efficacy will be sacrificed. It simply requires 
\ little more knowledge of drugs on the part of the 
rhysiciin,—the use of his own brain instead of the 
credulous acceptance of the detail man’s sales talk. 
‘Review in July issue. 





EL PASO COUNTY MEDICAL 
SOCIETY. 
April 10, 1933 
(Reported by Dr. Les'ie M. Smith, Secretary) 
E! Paso County Medical Society met April 10, 
1933, at Hotel Hussman, Dr. J. A. Pickett, presi- 


dent, presiding. 
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Open Reduction of Fractures of Long Bones. Dr. 
Gocdwin discussed the technic used in the open 
reduction of fractures. Not all should be surgically 
reduced. The surgeon should be skilled in this type 
of work and should have adequate equipment. Im- 
mobilization is usually effccted by plaster of paris 
casts. 

Dr. F. P. Miller commended Dr. Goodwin for his 
fracture work. He stated that not all fractures are 
suitable for open reduction. Industrial concerns 
are coming more and more to this type of treatment. 
He discussed the use of the Anderson traction 
splint. 

Dr. Paul Gallagher stated that the time of re- 
moving bands depends on the individual case. In 
out-of-town cases which are not under close ob- 
servation, it is usually best to remove them early. 

Meningitis Case Reports. Dr. T. J. McCamant. 
The typical symp‘oms of epidemic meningitis are 
sudden onset with chill and stiffness of the neck, 
leukocytosis, herpes, and mental cloudiness. He re- 
ported a family of thirt-en, which developed six 
eases of frank epidemic meningitis. It is unusual 
to have several cases in a family. These cases de- 
veloped in spite of precaution against the spread 
of the disease. However, the disease was confined 
to this family and an epidemic was prevented. One 
patient died. Serum reactions occurred in two cases, 
in both of which the serum had been given sub- 
cutaneously. Meningococcus serobacterin probably 
lessens the severity of attacks. 

The cases were discussed by Drs. Rennick, Mott 
Rawlings, Swope, Leigh, Rheinheimer, and Crawford. 

Dr. McCamant stated that the Christian Science 
bill had been reported favorably. 

The application of Dr. Walter H. Stevenson for 
membership in the Society was accepted by accla- 
mation. 

Dr. Ralph Homan inquired concerning the status 
of the library and stated that somthing should be 
done to save the Society storage on the books. The 
president requested the Library committee, com- 
posed of Drs. Mott Rawlings and F. C. Goodwin, to 
investigate the matter. 

On motion of Dr. S. D. Swope, the Society voted 
to draw up resolutions on the death of Dr. R. L. 
Ramey. 

The secretary read letters from Representatives 
Hankamer and Jackson assuring the Society of their 
support against the proposed bill to limit physicians’ 
fees. 

Adjournment at 9:30 p. m. 

April 24, 19383. 

(Reported by Dr. Leslie M. Smith, Secretary) 

El Paso County Medical Society met at Hotel 
Hussman, April 24, 1933, at 8 p. m., Dr. J. A. Pick- 
ett, president, presiding. 

Bronchiectasis. Dr. Ralph Homan. Bronchiec- 
tasis usually follows infection in childhood. Early 
diagnosis is most important, for it is then that 
treatment has the most to offer, Dr. Homan dis- 
cussed the differential diagnosis, pathology, and 
treatment. 
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Dr. J. W. Laws stated that there was usually lit- 
tle to accomplish in the way of treatment. 

Dr. F. P. Miller stated that the invasion of sec- 
ondary organisms increases the discomfort and is 
responsible for the foul odor. Phrenic avulsion pro- 
motes drainage. Any type of compression may 
check the progress of the condition. 

Dr. Ralph Homan sta‘ed in closing that surgery 
should be resorted to if necessary to check the 
progress. He emphasized the beneficial cffect of 
iodides in diminishing the foul odor. 

Neurasienia. Dr. S. D. Swope. Cases of neu- 
rasthenia have the background of an insufficient 
nervous system plus cxcessive strain. With ade- 
quate nervous system, the same strain would not be 
felt. : 

Dr. Mott Rawlings emphasized the high incidence 
of neurasthenia in our population. Rest is the one 
treatment. 

Dr. J. W. Laws stated that these patients are the 
most benefited by intelligent medical supervision. 

Dr. Paul Rigrey reported a case of bronchiec- 
tasis and stressed the need of early diagnosis and 
treatment in these cases. This case was discussed 
by Drs. Miller and Laws. 

The secretary read a communication from the 
chairman of the Spring Roundup of Pre-School 
Children, requesting the coopcration of the Society 
in this work. The Society requested the Secretary 
to write to the chairman of the Roundup that the 
physicians were in accord with the movement and 
would cooperate in any way suggested. 

Applications for membership were received from 
Dr.. E. G. Causey and Dr. L. T. Cox and referred 
to the Board of Censors. 

Dr. Mott Rawlings stated that he had found a 
desirable room in the Mills building which could be 
rented for the libarary and meeting place. It was 
suggested that the members of the Society call and 
inspect this room. 

The mee ing adjourned at 9:45 p. m. 





AN INTERESTING KIDNEY 
(Continued from page 206) 
nosis except that mass which was felt and was in- 
terpreted as the liver. If that could have been cor- 
r-ctly interpreted as kidney one would have had the 
diagnosis. 

I suppose we might have got some assistance with 
pyelography either by the intravenous or by the 
retrograde method; but as a matter of fact the di- 
agnosis did not occur to us, and with respect to such 
procedures, the patient was rather too sick to con- 
sider them anyway. _ 

Every symptom so far as I can see is absolutely 
identical with those of progressive vascular nephri- 
tis, that is they have hypertension, relatively little 
-dema until the end, the non-protein nitrogen goes 
up very little, and almost invariably they have 
anemia. They generally show peripheral vascular 
changes, as this man did. He showed, in the small 
remaining amounts of kidney tissue that we could 
find for microscopic examination, a very marked 
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arteriosclerotic process. Whether it was primary 
or secondary I cannot say. 

Dr. CABOoT: How big were the kidneys? Could 
they have felt them in life? 

Dr. MALLORY: It would seem so. The pair of kid- 
n-ys were the same size as the liver nearly, and they 
should have been felt. 

Dr. CABOoT: That has come out again and again in 
the years that we have been holding these exercises 
—why didnt we feel those? The general answer is 
that you do not feel anything that you do not think 
of looking for. As some one here said, the diagno- 
sis of polycystic kidneys is generally perfectly sim- 
ple when you think of it at all as a possibility. We 
generally forget it. The routine physical examina- 
tion is guided by particular hunches. This particu- 
lar hunch most of the time does not enter the ex- 
aminer’s head. In the case that we had successfully 
diagnosed some time ago somcthing put them in 
mind of it. They thought of it, and because they 
thought of it they felt the big cystic kidneys. 





ACCEPTED DEVICES FOR PHYSICAL THERAPY 


The following device has been accepted by the 
Council on Physical Therapy of the American Medi- 
cal Association for inclusion in its list of accepted 
devices for physical therapy: 

Titus Intravenous Infusion Apparatus.—An ap- 
paratus for intravenous injection of dextrose solu- 
tions consisting essentially of two parts: (1) that 
comprising the tank, the timing and volume gage, 
the dial valve, and the base, and (2) the heating 
unit with infusion thermometer. It is claimed that 
this instrument, by regulating the rate of intra- 
venous injection of ¢cextrose solution closely to the 
physio'ogic ability of the body to utilize dextrose, 
gives the following therapeutic effects: (a) It per- 
mits a maximum therapeutic effect from a given 
amount of injected dextrose by assuring maximum 
utilization and by preventing wasteful “spill” 
through the kidneys; (b) it provides accurate dos- 
age of dextrose; (c) it prevents overstimulation of 
endogenous insu.in production, since the physiologic 
rate of utilization is not exceeded; (d) it prevents 
velocity reactions; (e) it prevents the injection of 
cooling or cold solutions. An additional therapeu- 
tic feature, according to the firm, is the valve of 
this instrument especially designed for use in giving 
venocylsis or “intravenous drip;” and that it also 
may be used for dextrose in salt solutions and 
acacia dextrose. The company claims that citrated 
blood transfusions may be given and heated while 
being given. No adjustment is required for heat 
control. Overheating does not occur if the flow of 
fluid into the vein is procceding properly. Feick 
Brothers Company, Pittsburgh. (Jour. A. M. A., 
April 8, 1933, p. 1104). 


PROPAGANDA FOR REFORM 


Dilaudid.—The Council on Pharmacy and Chem- 
istry reports that in the past few months a new 
narcotic drug, dihydromorphinone hydrochloride, 
has been introduced for clinical use in this coun- 
try under the proprietary name “Dilaudid.” It is 
marketed by Bilhuber-Knoll Corp., Jersey City. The 
drug has been used in Europe for some yrars, hav- 
ing been patented in 1923. Briefly stated, the 
drug is closely allied both chemically and pharma- 
cologically to morphine, having the analgesic prop- 
erty of morphine as well as its action on the res- 
piratory system. Its action on the intestine is 
probably less marked than is that of morphine. It 
is more toxic than morphine and is clinically ef- 
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fective in doses which are considerably smaller 
than are neccssary with that alkaloid. The drug 
was brought to the attention of American clinicians 
largely by a statement by Alvarez of the Mayo 
Clinic, published in the Proceedings of the Staff 
Meetings in August, 1932. In discussing the eu- 
phoric action of Dilaudid, Alvarcz stated that so 
far as he knew no one had as yet become habitu- 
ated to its use. Unfortunately, this statement was 
unwarranted because already at that time a num- 
ber of cases of addiction to Dilaudid had becn re- 
ported in the literature. Shortly after Alvarez’ 
remarks were made, a similar statement appeared 
in the public press apparently based on a release 
from “Science Service.” Realizing the importance 
of furnishing accurate iniormation in this case 
both to the profession and to the laity, the Council 
asked Dr. Nathan B. Eddy of the Department of 
Pharmacology of tha University of Michigan to 
make a report to the Council on the general status 
of the alkaloid. From his study of this question 
Dr. Eddy concluded that it has been shown experi- 
mentally and clinically that Dilaudid is powerfully 
analgesic and that, like morphine, it can depress 
the respiratory mechanism profoundly; that at the 
game time, the experimentally established ratio 
between cffective doses of morphine and Dilaudid 
for the production of desirable effects is not ma- 
terially different from the ratio between their toxic 
doses; and that clinical trial has not shown that 
Dilaudid is free from tolcrance and addiction evok- 
ing properties, and that, while side actions such as 
nausea, vomiting and constipation scem to occur 
less frequently after it than after morphine, the 
prolonged administration of Dilaudid should be 
entered on with as much caution as would be 
exercised with morphine itself. The Council has 
postponed for a reasonable length of time the con- 
sideration of the eligibility of Dilaudid for inclu- 
sion in New and Nonofficial Remedics in order to 
give the manufacturer opportunity to submit it and 
to: revise the advertising in conformity with the 
available evidence. (Jour. A. M. A., April 1, 1933, 
p.. 10381). 


Germania Tea.—In the latter part of 1932 and 
the tirst few months of the present year Carl 
Beyer has been pushing his Germania Tea Com- 
pany. This company is reported to have for its 
president and treasurer one F. W. Hartman, for its 
secretary Carl Beyer, and for its vice-president 
Beyer’s wife, Anna. The Germania Tea Company, 
it seems, was incorporated in 1927 as the Germania 
Novelty Company, a name that was changed in 
March, 1932, to Germania Tea Company. The 
Germania Tea concern is supposed to put out a line 
of “teas” from 1 to 14 in number. Germania Re- 
ducing Tea secms to be the big seller and the most 
heavily advertised at the present time. The ad- 
vertisements, which appear in newspapers that are 
not above carrying the advertising of products of 
this type, feature one Margaret George, whose 
“before-and-after’’ pictures are played up. Two 
analyses have been made of Germania Tea, one by 
the State Board of Health of Kentucky and one by 
the American Medical Associatino. From the 
analyses of the Kentucky State Board of Health 
and the A. M. A. Chemical Laboratory the essen- 
tial drug ine Germania Herb Tea is senna. The 
other ingredients secm to vary with different 
packages. It is ‘apparent tha tthe physiologic ef- 
fect of taking Germania Herb Tea will be that of 
taking senna. As every physician knows, senna is 
a drastic purgative and is especially contraindi- 
cated in spastic constipation and in conditions of 
intestinal inflammation. The persistent and indis- 
criminate use of purgatives as a means of reduc- 
ing weight is not only irrational but dangerous. 
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THE MENACE OF 
VITAMIN D DEFICIENCY 
during pregnancy 


N° PHYSICIAN needs to be told how critical the pre- 
natal period is to both mother and child. Even a 
slight Vitamin D deficiency at this time may manifest 
itself in softening of the mother’s bones and teeth—or 
may seriously affect the developing foetus. 


For Vitamin D, as you know, controls the absorp- 
tion and utilization of calcium and phosphorus; and 
the demand for these two essential min is at least 
twice as great during pregnancy as under normal 
conditions. 

Many physicians safeguard the developing child— 
and protect the mother’s bones and yee | pre- 
scribing Cocomalt. It contains not less than $0 Steen- 
bock (300 ADMA) units of Vitamin D per ounce. 
Prepared as directed, each glass is equivalent in Vita- 
min D content to not less than two-thirds of a tea- 
spoonful of standard cod liver oil. Laboratory analyses 
show that Cocomalt increases the protein content of 
milk 45%—the carbohydrate content 184%—the 
mineral content (calcium and phos- 
phorus) 48%. 


Comes in powder form—at grocers 
and drug stores in }4-Ib. and 1-Ib. cans. 
Also in 5-lb. cans for hospital use, at a 
special price. Conon oe 
Committee on 
Poods of the 
American Med- 


Free to Physicians 


Send your name and address ior 2 Wwiaksize can of 
Cocomalt, free. 


Gcomalt 


Cocomalt is a scientific food concentrate of sucrose, skim milk, selected 
cocoa, barley mait extract, flavoring and added Sunshine Vitamin D. _ 
ADOS 70% MORE FO*%D-ENERGY NOURISHMENT TO MILK 
( Prevared according to label directions ) 
R. B. DAVIS CO., Dept. BX-6, Hoboken, N. J. 
Pieasc send me a trial-size can of Cocomalt, free, 
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Whatever reduction may be brought about by such 
means is due to the fact that the food eaten is hur- 
ried through the intestinal tract before much of it 
can be properly assimilated. (Jour. A. M. A., April 
8, 1933, p. 1126). 


Lumodrin Not Acceptable for N.N.R.—The Coun- 
cil on Pharmacy and Chemistry reports that Lumo- 
drin is a preparation in tablet form manufactured 
by tho Winthrop Chemical Co., Inc., and proposed 
for treatment of cough. It is said to contain in each 
tablet Ephedrine Hydrochloride % gr., Luminal % 
gr., and Pyramidon 2 gr. The name “Lumodrin” 
conveys no information as to the active compon- 
. ents of the preparation; although these are stated 
on the reproduction of the label printed in one cir- 
cular, The rationale of the combination of these 
three ingredients in a cough mixture is not appar- 
ent. According to the recommended dosage, a pa- 
tient might receive in one day: 8 grains of ephed- 
cular. Therationale.of the combination of these three 
ingredients in a cough mixture is not apparent. Ac- 
cording to the recommended dosage, a patient might 
receive in one day: 3 grains of ephedrine. hydro- 
chloride, 2 grains of phenobarbitol and 16 grains of 
amidopyrine. A child might receive up to one-half 
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this dosage. Where this is repeated several days, as 
well it might be in whooping cough, for instance, 
untoward effects might occur frequently, owing to 
excessive dosage of one or all of these substances, 
With regard to the claims made for Lumodrin, so 
far as the Council knows, no evidence exists: that 
Luminal allays irritation of mucous membranes; 
that spasmodic contraction of bronchiolar muscula- 
ture (rcquiring ephedrine or similar preparation for 
relief) occurs in cough other than in asthma and 
possibly in pertussis; that amidopyrine is an “anti- 
spasmodic;” or that any of the components of Lumo- 
drin, separately or together, would relieve the con- 
gestion of the bronchial mucous membrane in bron- 
chitis. In view of these considerations, and as the 
Council had already taken a definite stand with re- 
gard to similar preparations (Ephedrol, Allonal, 
Peralga) the Council decided that Lumodrin is not 
acceptable for inclusion in New and Nonofficial 
Remedies because it is an unscientific mixture con- 
taining an excessive number of active ingredients 
(rule 10); and because it is marketed with unwar- 
ranted and extravagant therapeutic claims (rule 6), 
under an uninforming and misleading name (rule 


8). (Jour. A. M. A., April 15, 1933, p. 1172). 





POSTGRADUATE COURSE 
For Graduates in Medicine 
Eye, Ear, Nose and Throat 
A house doctor is appointed July 1st and Jan. 1st. 


LABORATORY COURSE 


X-Ray, Basal Metabolism, Electro-cardiography 
and Physical Therapy 


150 clinical patients daily provide material for classes. Positions with attractive salaries in 
hospitals and with group doctors await qualified Technicians 
For particulars regarding either course write 
CHICAGO EYE, EAR, NOSE AND THROAT HOSPITAL, 231 West Washington Street, Chicago, Illinois 











Modernly equipped for the care 
and treatment of tuberculosis in 
all stages. Rates $15.00 per week 
and up. Nurses care and medical 
attention included. $10.00 per week 
for convalescents. Write for de- 
scriptive booklet. 





A. D. Long, M. D. 





EL PASO, TEXAS. 


THE LONG SANATORIUM 


Medical Director 








Founded 1896 by Dr. Hubert Work 











WOODCROFT HOSPITAL, PUEBLO, COLORADO 


A modern, newly construct- 
ed sanitarium for the scien- 
tific care and treatment of 
those nervously and men- 
tally ill, the senile and drug 
addicts. 


CRUM EPLER, M. D. 
Superintendent 
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Omnadin Not Acceptable for N.N.R.—The Coun- 
cil on Pharmacy ‘and Chemistry reports that Omna- 
din (Prolipin) is a preparation manufactured by 
the H. A. Metz Laboratories, Inc., recommended for 
use as nospecific lipoprotein therapy practically as 
a cure-all. In an advertising circular it is stated 

to be “ ... a sterile solution, composed of protein 
Poe et £, obtained from non-pathogenic bacteria 
(sarcina and B. mycoides), various animal fats and 
lipoids derived from bile.” In another circular it is 
said to be “ . . .a combination of proteins and lip- 
oids originated by Professor Much.” It is appar- 
ent that Omnadin is a semisecret preparation mark- 
eted under an uninformative name. The following 
are some of the claims made for this product: “The 
chief conditions in which Omnadin has proved of 
value comprise influenza, pneumonia, erysipclas, 
scarlatina, measles, pertussis, typhoid fever, puer- 
peral sepsis, surgical sepsis, arthritis, gonorrhea, eye 
infections, tonsillitis and otitis. . . colds ... gastric 
and duodenal ulcer... It can also be used advan- 
tageously for activating specific vaccine therapy. 
.. It is extremely well borne by adults, children and 
even infants.” The Council’s referee has reviewed 
the fairly extensive clinical literature on Omnadin 
of the past several years, practically all of which 
emanatrs from foreign sources. Without exception, 
the reports are uncritical and the observations un- 
controlled. There is no reliable evidence that Omna- 
din involves any advance in nonspecific immune 
therapy. The Council believes that it must be 
classed as a dangerous preparation: If it contains 
antigenic, material, claims of complete safety in its 
therapeutic use must be considered reprehensible; 
even if it has only a trace of antigen, it may yet 
cause allergic reactions; and if it is devoid of anti- 
genic potency, its use is unwarranted and may 
carry a hazard in the neglect of more effective 
remedies. The Council declarrd Omnadin (Proli- 
pin) unacceptable for inclusion in New and Non- 
official Remedies because it is an unscientific pre- 
paration of semisecret composition (rules 1, 2 and 
10), marketrd with unwarranted and extravagant 
therapeutic claims (rule 6) under an uninforma- 
tive name (rule 8). (Jour. A.M.A., April 15, 
1933, p. 1178). 





The discovery of Vitamin D has been of the great- 
est importance to mankind. Because of this discov- 
ery, rickets—once a familiar childhood menace—is 
now fast becoming a rare disease in civilized coun- 
tries. 

The value of Vitamin D in the dietary of the preg- 
nant woman can not be over-emphasized. For it is 
largely in prenatal life, as McCollum says, that “the 
size of the fund of that. something which we call 
vitality is determined. It is then that the quality of 
the teeth, the skeleton, and the perfection of form 
are determined.” 

Cocomalt mixed with milk is useful in the dietary 
of expectant mothers—not only because it has al- 
most twice the food-energy nourishment of milk 
alone, not only because it provides extra proteins, 
carbohydrates and minerals (calcium and _ phos- 
phorus)—but because it is rich in Vitamin D. Coco- 
malt is lie-nsed by the Wisconsin Alumni Research 
Foundation under Steenbock Patent No. 1,680,818, 
and it contains not less than 30 Steenbock (800 
ADMA) units of Vitamin D per ounce—the amount 


used to make one glass or cup. 
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NEw ! 
DUNKLER URINE TEST KIT 
6 TESTS 


Dunkler Urine 
Tests in Compact 
Case, including re- 
agents for Sugar 
(Qual.), Albumin 
(Qual.), Albumin 
(Quant.), Acetone, 
Bacterial Infec- 
tion, and Chronic 
Interstitial Ne- 
phritis 

with $ 

meter, ( 0 
only 

All Tests 


Testo- 





Combate’ - 
One-Half To Eight Minutes 


This is a scientific, tested promuet that will 


save the practitioner valuable time and 
money with greater accuracy in his urinary 
analysis. These new reagents require No 
Boiling, Corrosive Acids or the use of a 
Microscope. It is a rapid, exact, easy and 
scientific method for the examination of 
urine. The simplicity of the procedure and 
the reliability of the reactions will astound 
you. The products will not deteriorate with 
age or climatic changes. The cost per test 
is about one-half cent. 


A.S. ALOE CO. 


932 S. Hill St. LOS ANGELES, CAL. 

















EVEN YEARS USE 


has demonstrated the 
value of 


THE SURGICAL SOLUTION 


MERCUROGHROME, H, W. & D, 


in 
PREOPERATIVE SKIN DISINFECTION 





This preparation contains 2% Mercuro- 
chrome in aqueous-alcohol-acetone solu- 


tion and has the advantages that: 


Application is not painful. 

It dries quickly. 

The color is due to Mercurochrome 
and shows how thoroughly this 
antiseptic agent has been applied. 
Stock solutions do not deteriorate. 


Now available in 4, 8 and 16 oz. bottles 
and in special bulk packages for hos- 


pitals. 


Literature on request 


Hynson, Westcott & Dunning, Inc. 
BALTIMORE, MARYLAND 
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The use of Tryparsamide should 
have first consideration 























Clinical reports a*'e: Tryparsamide treatment indicate that forty to fifty per cent of cases of early 
paresis show symptomatic improvement. The treatment is inexpensive; does not. disrupt the 
patient’s daily routine of life and is available through the services of his personal physician. 


Clinical reports and treatment methods will be furnished on request. 


MERCK & CO. Inc., Rahway, N. J. 
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Manufacture+ hy Arrancement with The Rockefeller Institute for Medical Research—Patentee and Registrant 
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THE HOMAN SANATORIUM 


For the Treatment of Tuberculosis 
EL PASO, TEXAS 


A privately owned, thoroughly and modernly equipped, ethical institution of 110 rooms. 
Heliotherapy, pneumothorax, phrenic nerve and chest surgery, and all other modern meth- 
ods of treatment. 

Write for booklet giving rates and other information. 
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